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JUST READY!— 
Graybiel & White3s ELECTROCARDIOGRAPHY 


JUST OFF PRESS!—In this entirely new and unusual book Drs. Graybiel and White give a 
complete and authoritative presentation of the practical use of electrocardiography in the diag- 
nosis of virtually every abnormality of the heart to be met in your daily practice. The facts 
given are based on 25 years’ experience in the Cardiac Clinics and Laboratory of the Massachu- 
setts General Hospital. 

Many features distinguish this new book. For example, the authors have included the Fourth 
Lead of the American Heart Association, and have adhered to that Association’s accepted terminol- 
ogy. The 272 full-size electrocardiographic tracings bring out clearly every essential detail. Inter- 
pretations and clinical summaries are on the left hand pages facing the electrocardiograms to 
which they refer. 

Electrocardiograms in the first half of the book illustrate variations of the normal inaeuiaiaas 
gram, disturbances of rhythm, and the findings in various etiological types of heart disease. The 
clinical significance of the various arrhythmias is presented in sequence, and the ranges of the 
electrocardiogram to be found normally and in the various etiological types of heart disease are 
fully illustrated. 


By Ashton Graybiel, M.D., Instructor in Medicine, Courses for Graduates, and Paul 
D. White, M.D., Lecturer in Medicine, Harvard Medical School. 329 pages, 11”x8%”, 
with 272 illustrations and tracings. Cloth, $6.00. 


Send Orders to 


J. A. MAJORS COMPANY 


New Orleans Dallas 
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NEW MOSBY BOOKS 


HEMORRHAGIC 
DISEASES 


By KAARE K. NYGAARD, 
M.D., Fellow of the Alex- 
ander Malthe Foundation 
for Research in Medicine, 
Surgery and Gynecology. 
320 pages, 59 illustrations. 
Price, $5.50. 


CLINICAL 


PELLAGRA 


By SEALE HARRIS, M.D., 
Professor of Medicine, Uni- 
versity of Alabama, and 
SEALE HARRIS, JR., M.D., 
formerly Assistant Professor 
of Medicine, Vanderbilt Uni- 
versity. 764 pages, 212 illus- 
trations. Price, $7.00. 


PRACTICE OF 


MEDICINE 


By JONATHAN C. MEAK: 
INS, Professor of Medicine 
and Director of Department 
of Medicine, McGill Univer- 
sity. 1430 pages, 562 illus- 
trations, 48 color plates. 
Price, $10.00. 


The C. V. Mosby Company 


This brand new book, based on the photo-electric study 
of blood coagulability, is a valuable addition to the litera- 
ture which deals with hematology. Internists, surgeons, 
pediatricians and pathologists will find valuable new ma- 
terial on blood coagulability, vitamin K, the role of the 
liver in the absorption and use of vitamin K, hemolytic 
jaundice, and with that mysterious disease of childhood, 
hemorrhagic purpura. 


The authors present the subject of pellagra completely, 
covering diagnosis, prevention, and treatment. First is 
given a history of pellagra—bringing out the mistakes of 
many earnest investigators, and correlating the facts 
brought out by them with the recent epoch-making ad- 
vances in the knowledge of the etiology and therapy of 
this important nutritional disease. The book goes on to 
take up diagnosis, prevention, and treatment (nowhere 
else in medical literature are the practical use of nicotinic 
acid and the dietary management of pellagra discussed as 
fully as in Harris’ “Clinical Pellagra’’). 


The new Third Edition of this popular volume points the 
way to modern practices in medicine—giving sound pro- 
cedures of diagnosis and treatment. Disease is approached 
from the physiological viewpoint rather than the patho- 
logical. This edition is well illustrated and is printed on 
green-tint paper to lessen eye-strain. New material has 
been added on Chemotherapy of Pneumonia—sulfanil- 
amide derivatives, sulfapyridine and quinine salts; vita- 
mins; Arteriosclerotic Vascular Diseases, etc. 


3525 Pine Blvd., St. Louis, Mo. 


Gentlemen: Send me the following book(s) :- 


( ) Attached is my check. 
Dr 


(| ) Charge my account. 
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A Reminder from Borden about 


FOUR KEY PRINCIPLES 
IN INFANT FEEDING 


Four Key princiPces in infant feeding make Biolac 
the outstanding prepared-formula liquid infant 


food: 


1. Fat Adjustment: In Biolac, the fat content is 
reduced to a moderate, readily assimilable level — 
and is homogenized to provide smaller, more readily 
digestible fat droplets. 


2. Protein Concentration: In Biolac, protein is sim- 
ilarly homogenized for easier digestibility. It is 
maintained at a somewhat higher level than in 
breast milk to provide ample protein for the period 
of fastest growth. 


3. Carbohydrate Adjustment: In Biolac, as in breast 
milk, carbohydrate is provided solely by lactose — 
nature’s sole carbohydrate for the first few months 
of all mammalian life. 


4. Vitamin Adjustment: In Biolac, Vitamins A, B:, 
and J, also iron, are supplied in accepted amounts, 
assuring the baby of aconstant and adequate supply. 


Biolac needs only to be mixed with boiled water. 
It is sold only in drugstores; and no directions are 
given to the laity. 


Please enclose professional card or letterhead 
when requesting literature or samples. The 
Borden Co., 350 Madison Ave., New York City. 


2 

‘ 

: 
A BORDEN PRESCRIPTION PRODUCT 


Vol. 34 No.2 


SOUTHERN MEDICAL JOURNAL 


—and with this concentration of codliveroilcome gf 
. . . 
high potencies of vitamins A and D, together 
with pleasant taste and easy administration. 


WHITE’S COD LIVER OIL CONCENTRATE 


_ Dosage forms for every patient type—in pleasantly flavored 


Tablets, tasteless Capsules and Liquid. 


Tablets—each tablet is equivalent in vitamin A and D 
potency to not less than one teaspoonful of cod liver oil.* 
Capsules—for higher potencies. Each capsule is equivalent 
in vitamin A and D potency to not less than 4 teaspoonfuls 
of cod liver oil.* 

Liquid—for infant dropper dosage. Each two drops are 
equivalent in vitamin A and D potency to not less than 


one teaspoonful of cod liver oil.* 
*U. S. P. Minimum Standards 


Ethically promoted—not advertised to the laity. 
WHITE LABORATORIES, INC., NEWARK, NEW JERSEY. 
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KARO SYRUP IN 


The history of Karo 
is inscribed in the nu- 
trition of millions of 
infants. It reveals 
universal acceptance 
of Karo Syrup as an 
excellent source of 
dextrins, maltose and 
dextrose. Karo re- 
mains the effective 
milk modifier for all 
forms of milk and 


for every type of in- 
fant feeding problem. 
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J 


1% LBS. NET. 


The composition of Karo cannot be improved, so it 
is now introduced in superior containers—in stream- 
lined glass bottles. Karo Syrup is processed at steril- 
izing temperatures and sealed hygienically in these 
sparkling glass containers. 

The high sanitary quality of Karo can now be main- 
tained while using the clear glass bottles in the nurs- 
ery or kitchen in the preparation of infants’ formulas. 

The cost of 24 ounces of Karo Syrup in glass bottles 
is only slightly more than in cans. Karo thus yields 
(volume for volume) double the caloric value of pow- 
dered maltose-dextrins-dextrose at a fraction of 
the cost. 

Karo is bacteriologically safe; devoid of laxatives 
or any impurities; well-tolerated by newborns, in- 
fants and children; easily digested even in difficult 
feeding problems; absorbed by gradations at spaced 
intervals in the intestinal tract; prevents flooding 
of the bloodstream with exogenous sugars. 


CORN PRODUCTS SALES COMPANY 


I7 Battery Place, New York City 


KARO IS, OF COURSE, STILL AVAILABLE IN THE FAMILIAR SANITARY TINS 
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IN EMERGENCIES— PLASMA OR 
\ SERUM—NO TYPING NECESSARY 


PLASMA and SERUM 


MADE WITH BAXTER EQUIPMENT 


It will cost your hospital very little to make it 
from fresh or stored blood, by the simple, safe and 
completely closed Baxter vacuum technique. 

Blood is drawn from donor into a 
Baxter Centri-Vac for sedimentation 


or centrifugation. The plasma or serum 
is then aspirated into a Baxter Plasma- 
Vac for dispensing, storing, or for 
transporting—sealed in vacuum. 


Write for complete details— Booklet “PSA” 
Produsts of 


BAXTER LABORATORIES 
Glenview, Ill; College Point, N.Y., Glendale, Cal.; Toronto, Canada; London, England 
\ Produced and distributed in the 
Eleven Western States by DON BAXTER, INC.: Glendale, Cal. 


Distributed East of the Rockies by 
AMERICAN HOSPITAL SUPPLY 
CHICAGO CORPORATION © NEW YORK 
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Petrolagar?.. fi 
Treatment of Constipation 


@ Petrolagar Plain, is a bland emulsion of high grade 
mineral oil. It helps to soften the feces and promotes 


the formation of an easily passed stool. 
Petrolagar Plain helps maintain regular bowel 
movement without the use of harsh laxatives. 


Suggested dosage: 
Adults—Tablespoonful morning and night as required 
Children—Teaspoonful once or twice daily as required 


*Petrolagar— The trademark of Petrolagar Laboratories, Inc., 
brand emulsion of mineral oil . . . Liquid petrolatum 65 ce. 
emulsified with 0.4 gm.agar in menstruum to make 100 ce, 


Petrolagar Laboratories, Inc. ¢ 8134 McCormick Boulevard ¢ Chicago, Illinois 
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WHEN 
SHADOWS 


HEN THE MOTHER of the family walks toward the sunset of 
. life modern medicine can do much to ease her climacteric 
E burdens. In mild cases complete control can be achieved through oral 
* tablet therapy. In more severe cases tablets can effectively supple- 


ment parenteral therapy. Estradiol is unquestionably the most ad- 
vanced estrogenic preparation for oral ovarian replacement. It offers 
certain impressive advantages: synthetic origin, chemical purity, small 
dosage, and prolonged dependable therapeutic action. Dimenformon 
(estradiol ‘Roche-Organon’) is available in the 
form of tablets for oral administration, 1200 
and 2400 rat units, bottles of 30, 60, and 250. 


ROCHE-ORGANON, Inc. + Nutley, N. J. 


In Canada: Roche-Organon Ltd. + Montreal Toronto 


DIMENFORMON 
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Now widely accepted for Tuberculosts Case-Finding — 


TUBERCULIN PATCH TEST 


(VOLLMER) 


Lederle 


IVING UP TO ADVANCED PREDICTIONS made soon after its 
ib introduction a few years ago the ““Tuberculin Patch 
Test (Vollmer) Lederle”? has now gained widespread accep- 
tance. Pediatricians, public health authorities and practi- 
tioners here and abroad have adopted this simplified and 
reliable case-finding method. 

Cooperation, the sine qua non for the successful pursuance 
of any tuberculosis case-finding program—whether it be one 
child or an entire institution—is easily won when the ‘“‘Tu- 
berculin Patch Test (Vollmer) Lederle” is employed. 

Children do not object to the Patch Test because there is 
no hypodermic needle involved. The test is painless! Even the 
most timid child cooperates, for he is familiar with the basic 
vehicle of the Patch Test—adhesive tape. Parents may be 
assured of the safety of the Patch Test, since no focal or general 
constitutional reactions have been reported. The physician 
or health officer applying the test appreciates the ease and 
dispatch with which he is able to conduct his program. 

Thus with friendly relationships es- 
tablished between the doctor, the patient 
and the family, added impetus is being 
& given to active campaigns against tu- 
berculosis all over the country. 


AccirTeD 


7 LEDERLE LABORATORIES, INC. 
30 ROCKEFELLER PLAZA NEW YORK, N. Y. 


PACKAGES: 


I test; 10 tests 
and 100 tests. 
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INTER COLDS, grippe and pneumonia are 

mixed infections and can have a basic 
cause of fatigue, lowered metabolism or 
deficiency of the vitamins. 


Micro-organisms prey upon denuded or 
depleted tissues and membranes and a defi- 
ciency of the water-soluble vitamins can cause 
this state. 


The following data from current medical 
literature are useful winter observations: 


1. Vitamin B, stimulates a natural hunger 
and desire for food. 


2. In fever—or when the body temperature Bottles of 50, 500, 1000. 
rises, oxidation and metabolism are acceler- 
ated, accompanied by larger requirements of Vitamins B, and Bo. 


3. Bed-ridden cases are subject to limited or restricted “hospital diet”. 
Dr. Geo. R. Cowgill’ says that sores or ulcers can appear in patients upon a 
restricted diet and were healed upon feeding Yeast Vitamine (Harris) Concentrate. 


Dr. Rose® (Yale. Med. School) and others have reported cases of infection 
with Baccillus Welchii, where feeding liberal amounts of Vitamin B Complex 
built up a “bodily immunity” and the organisms disappeared from the blood stream. 


Riddle, Spies and Hudson* state that lesions at the corners of the mouth — 
riboflavin deficiency—infected with Staphylococcus aureus and Streptococcus 
hemolyticus were healed rapidly upon feeding sources of Vitamin Bo. 


Since 1919 
YEAST VITAMINE (HARRIS) TABLETS 


have been used by physicians. They contain Vitamins B)-Bo-B4-Bg and nicotinic 
acid. Their therapeutic effects are greater than with the individual vitamins. 


Alse BREWERS’ YEAST AS POWDER OR 7% GRAIN BLOCKS. TABLETS OF 
THIAMIN ACID—ASCORBIC ACID. 
of Path., 

. 1929. 
Exp. Biol. & 


THE HARRIS LABORA 


TUCKAHOE NEW YORK 


Tobters— 2 Grains Eg 
‘HARRIS, 
> eared & 
aa IME 
Tuckahoe. New York 
KOR 
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CARPENTERS’ 
HALL 


In this building the first 
Continental Congress 
met in 1774. The edifice 


as still standing in 


Philadelphia. 


BEPRON* 


BEPRON, Wyeth’s Beef 
Liver with Iron, is a pal- 
atable preparation con- 
taining in concentrated 
form all the desirable 
soluble constituents of 
fresh whole beef liver 
essential in the treat- 
ment of nutritional 
(secondary) anemia. 


Supplied in 8-ounce 
and pint bottles. 


; PHILADELPHIA, PENNS 


*BEPRON is a trademark of John Wyeth 
& Brother, Incorporated, for its palatable 
preparation of fresh whole beef liver with 

added soluble ferrous iron. 
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easily assimilable form. 
5, PROTEINS: Both milk and cereal prote: 


6. FIBER CONTENT: 
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. is widely prescribed by 
some leading pediatricians , 
a first solid food. Uniquely ac- — 
ceptable to babies, delicious to 
children and adults. Check the bone 
seven desirable qualities of 4 
this mixture of natural foods. | 


1, VITAMINS: Every Func 100 Int. units of Vitamin 8. 
60 units of riboflavin (Sherman-Bourquin) and 
all factors of the B compl as found in yeast, 
whole grains and milk. 


2. CALCIUM and PHOSPHORUS: Essential calcium and phospho- | 
rus from a natural source — Powdered Skim Milk. 


3: IRON: A good source of available ton, without the addition 
of metallic salts. 


Necessary, 


the amino acids neces: 4 


Drug Channels 


Detailed Only 
to Physicians 


AMERICAN 

MEDIC at 


CEREVIM PRODUCTS CORPORATION 
100 SIXTH AVENUE NEW YORK, N.Y. q 


il 
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rates furnished in as 
Bins, excellent sources of : 
ow in crade fiber content. 
7. TASTE: Babies like it — willing thele 
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A BASIC UNCERTAINTY IN 
THYROID MEDICATION | 
OVERCOME BY 
ARMOUR PIONEERING METHODS 


Uniformity, and standardized 
unvarying potency are factors 
of fundamental importance in 
thyroid medication. Thus the 
seasonal and regional variations 
in the thyroid of animals has 
been a disturbing problem in the preparation 
of therapeutic thyroid tablets and powder. 
ARMOUR LABORATORIES, seeking ever greater 
perfection in their products, were quick to 
recognize these elements of uncertainty. They 
pioneered in devising and instituting methods 
for overcoming them. In the preparation of 
THYROID the Armour Laboratories today 
employ a technique of assaying and then 
blending desiccated animal thyroid, so as to 
compensate for the seasonal variation in the 
natural iodine store. In addition, the selected 
animal glands are carefully chosen by geo- 
graphic areas, where a relatively stable pro- 
portion between the thyroxin and the other 


The lamowr Latoratories 


MEDICINALS OF ANIMAL 
CHICAGO ILLINOIS 


in THYROID Substance 


organic iodine compounds of these glands 
exists. 

Such methods of selection are possible to 
the ARMOUR LABORATORIES because of the 
large supply of natural raw material which 
they have available. But in addition, every 
step in the processing of THYROID ARMOUR 
is carried out and checked carefully by the 
most modern methods so as to make avail- 
able a preparation of uniformly balanced 
potency throughout the year. Regardless of 
whether you are treating a case of cretinism, 
of obesity, of mild hypothyroidism, of dry 
itching skin, or any of the other manifold 
manifestations of thyroid hypofunction, it 
is sound practice to specify ‘““tHyYROID 
ARMOUR,” for behind this preparation is a 
30 year history of tech- 
nical knowledge and clin- 
ical effectiveness. 

THYROID Armour is 
supplied in1/10,1/4,1/2,1, 
2 and 5 grain tablets, and 
in powder U.S. P. Your 
patients will find it avail- 
able on your prescription 
at reputable pharmacies 
throughout the country. 


ORIGIN ow 
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ANNOUNCING 


The increased prescription use of Erythrol Tetranitrate Merck 
which followed the recent introduction of the new, improved 
tablets has permitted a reduction in the price of this effective 
vasodilator. 
The special value of Erythrol Tetranitrate Merck in the 
treatment of arterial hypertension and angina pectoris lies in 
the duration of its action. As a result of this prolonged activity, 
it is possible, by careful adjustment of dosage in the individual 
case, to obtain sustained vasodilatation. 


Supplied as 
\, grain tablets...Vials of 50 Bottles of 500 
grain tablets...Vials of 24 and 100 Bottles of 500 


FOR PROLONGED 
: 5 REDUCTION OF HIGH 
No BLOOD PRESSURE 


The vasodilator action of Erythrol Tetranitrate Merck usually begins within 

about fifteen minutes after administration and persists for a period of 3 to 4 hours. 

This effect of prolonged vasodilatation, beginning within a short time after oral c 

administration, is not obtained with any other of the commonly used nitrites. Literature on Request 


MERCK’ & CO. Inc. Manufacturing Chemists RAHWAY, N. J. 
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Shere goes 
A HAPPY WOMAN © 


_ an to her physician and, in great measure, to DI-OVOCYLIN, “Ciba,” her 
stubborn menopausal vaginitis is under control. Prolonged estrogenic effects and 
fewer injections at longer intervals, make Di-Ovocylin* (the dipropionic acid ester 
of a-estradiol) a most convenient, economical and more pleasing form of therapy in 
many cases of menopausal disturbances, pruritus vulvae, genital infantilism, selected 
types of dysmenorrhea and amenorrhea associated with uterine hypoplasia. 


Available for short and less intense treatment, also when frequent dosage changes are 
necessary, are Ben-Ovocylin,* “Ciba” (a-estradiol benzoate) for injection, and Ovo- 
cylin,* “Ciba” (a-estradiol) suppositories, tablets and ointment. 

LITERATURE ON REQUEST 


*Trade Mark Reg. U. S. Pat. Off. Words “Di-Ovocylin,” “Ben-Ovocylin,” 
and “Ovocylin” identify the products as a-estradiol dipropionate, a-estradiol 
benzoate, and a-estradiol respectively of Ciba’s manufacture. 


DI-OVOCYLIN 


THE ESTROGENIC SUBSTANCE WITH PROLONGED EFFECT 


@ CIBA PHARMACEUTICAL PRODUCTS, INC. 


SUMMIT NEW JERSEY 


2 ~ ~~ KS 
LAND S 
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Contains vitamins B.. 


nicotinic acid 


OURNAL 


B,(G). B.. 
and filtrate factor 


P 
OTENCY OF DECLARED FACTORS 


CHEMICAL 
INC. 


Phormaceuticals 
of merit 
for the physician 
NEW YORK, N. ¥- 
WINDSOR, ONT. 


DAILY DOSAGE 


ELIXIR 
SYRUP OR 
Each teaspoonful 
e contains 
0.75 
ite a pond 1.5 mg. (500 | 0.375 mg. (1 
) | national units) units) 
500 gammas 6 amm 
00 gamm: 
(200°Bourquin. | (240'Bour- (100 Bourguin 
units) | quin-Sher- aie ite 
300 
gammas 675 gammas | 100 gammas 
8 mg. 9 mg. 4mg 
54 Jukes- 
120Jukes-Lep-| 20 Juk 
pkovsky units} kovsky units units 


15 


ELIXIR 
| 
1-1% 
teaspoonfuls = 
2 teaspoonfuls 4 
1-2 
tablespoonfuls 


Brand of VITAMIN B compPLex 
convenient forms forms. 
TAB 
CAP SULES 
Vitamin B, 
Vitamin B,(G) 
Vitamin B, 
Nicotinic Acid 
| Prophylactic 
Children 
Adults 
Therapeutic* 
- * For severe deficiency larger amounts are prescribed. In acute 2 
pellagra. treatment may be supplemented by nicotinic acid. 
783M 
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In the annals of medical science few dis- 
coveries have been more notable than that 
of the dramatic role nicotinic acid plays in 
the treatment of pellagra. 


Although earlier research workers had 
devoted much effort to the problem, it was 
Dr. Joseph Goldberger and Dr. W. H 
Sebrell who, in 1930, supplied the neces- 
sary clue by their discovery of the beneficial 
effect of liver therapy in this deficiency 
disease. 

Thereafter, progress was rapid on several 
fronts, with major credit for the final 
victory due largely to Dr. C. A. Elvehjem 
for his identification of nicotinic acid or 
nicotinic acid amide with the blacktongue 
preventive factor. It was his patient, tire- 


less work with great batches of liver ex- 
tract that narrowed the search to the few 
vital crystals which proved to be nicotinic 
acid. He and his co-workers at the Uni- 
versity of Wisconsin—Madden, Strong, 
and Woolley—fed a few of these crystals 
to a mongrel dog suffering from black- 
tongue. In less than a day the symptoms 
had begun to disappear. Thereafter it re- 
mained for Dr. T. D. Spies in Birmingham, 
Alabama, and others to apply 
nicotinic acid to their clinical work 
on humans, with what result the 
world knows. 
e 

Nicotinic Acid i 7 
tablet form in 700 
bottles of 100 and 1000, 
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JA New Brochure 


FOR THE PROFESSION about 


ocomalt 


Fooo Drink 
SEO WiTH VITAMINS A 


HERE is a new book for the profession that will explain COCOMALT and its use 
in numerous conditions. We believe that the busy doctor will appreciate such a 
handy reference manual. It includes such chapters as: 

“Nutritional Requirement of the Growing Child” 

“Essential Food Requirements” 
“The Vitamins as Essential Nutrients” 


“The Minerals” 
“The Therapeutic-Nutritional Character of COCOMALT” 


Included are charts of common nutritional disturbances and their relation to vita- 
min-mineral factors. There is also a complete bibliography with a resume of recent 
clinical reports in several nutritional fields. We have reserved a copy for you, doctor. 
pe ust fill the attached coupon, send it to us,and the brochure will be sent immediately. 


, R. B. DAVIS COMPANY °* Hoboken, N, J. 


4 
‘COMPANY | 
HOBOKEN NJ} cw 


3 
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. 
R. B. DA V I S i Please send me the new professional brochure, also 
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FROM ALL OTHER 
BREAST MILK. SUBSTITUTES 


Made from fresh skim milk 
(casein modified) with added 
lactose, salts, milk fat, and 
vegetable and codliver oils. 


"AMERICAN 
MEDICAL 
ASSN. 


The fat of Similac has a physical and chemical composition 
that permits a fat retention comparable to that of breast milk 
fat.“ . . . In Similac the proteins are rendered soluble to a 
point approximating the soluble proteins in human milk... . 
In Similac the salt balance is altered to approximate that of 
human milk. . . . Similac, like breast milk, has a consistently 
zero curd tension —hence it is physically, as well as meta- 
bolically, suited to the infant’s requirements. . .. No other breast 
milk substitute resembles breast milk in all of these respects. 
* Holt, Tidwell & Kirk—Acta Pediatrica Vol. 16, 1933 


DIETETIC: LABORATORIES, INC. COLUMBUS, 


NET WEIGHT ONE POUND 
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‘TANDEM ACTION 


The “uphill pull” in the treatment of hypochromic 
anemia is greatly aided by the tandem action of the 
two-way hematinic-tonic— Syrup Thydron. 


SYRUP 


THYDRON 


(Ferrous Iron and Vitamin B;) 


A full therapeutic dose of vitamin B; helps stimulate ap- 
petite and digestion, at the same time reinforcing and 
hastening the hematinic action of ferrous sulfate—now 
recognized as the most readily utilized form of iron. 


In Addition — It’s Palatable 

Highly important clinically is the pleasing taste of 
Syrup Thydron, which will do much to encourage 
your patients to follow your dosage instructions. 


For Your Prescription 


SYRUP THYDRON (ferrous sulfate, 16 grs., and thiamin chloride, 300 
I. U. per fluidounce). In 16 ounce bottles (two weeks’ medication). 
THYDRON TABLETS (ferrous sulfate, 5 grs., and thiamin chloride, 
100 I. U. per tablet). In bottles of 100. 


Write for literature and clinical sample. 


THE WM. S. MERRELL COMPANY 


Founded 1828 . CINCINNATI, U. S. A. 
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The range of variation in the vita- 
min A content of market milks, 
both fresh and evaporated, is as great as 35% 
between Summer and Winter." 
S.M.A. is consistently high in vitamins every 
month of the year. Each quart of S.M.A., ready 
to feed, contains: 
10 mg. Iron and Ammonium Citrate 
7500 international units of vitamin A activity 

200 international units of vitamin B, 

400 international units of vitamin D 
Vitamin supplements, other than the customary orange 
juice feedings, are usually unnecessary. 
S.M.A. is specially prepared to _ build strong, healthy 
babies. It provides easily digested fat, a protein that pro- 
vides the amino acids essential for adequate nutrition and 
growth, and lactose as the sole carbohydrate proportioned 
to meet the nutritional requirements of the normal infant. 


Normal infants relish S. M. A. . . . digest it easily and thrive on it. 


1. Dornbush, A. C., Peterson, W. H., and Olson, F. R.: ‘‘The Carotene 
and Vitamin A Content of Market Milks.’’ J.A.M.A., May 4, 1940, 


*S.M.A., a trade mark of S.M.A. Corporation, for its brand of 
food especially prepared for infant feeding—derived from 
tuberculin-tested cow's milk, the fat of which is replaced by 
animal and vegetable fats, including biologically tested cod liver 
oil; with the addition of milk sugar and potassium chloride ; 
altogether forming an antirachitic food. When diluted according 
to directions, it is essentially similar to human milk in percent- 
ages of protein, fat, carbohydrate and ash, in chemical constants 
of the fat and physical properties. 
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FOR PREMATURE AND ee 
UNDERNOURISHED INFANTS 
A Special Product 
PROTEIN S.M-A. 
(Acidulated) 
protein $:M.A- Aacidulated) 
form of SMA, intended 
pecial nutritional needs 
| of the premature and undernour- 
ished infant and for infants requir 
ing bigh protein intake. 
protein S.M.A. (acidulated) is 
similar to Doth casein milk and 
jactic acid milk, but presen addi- 
gional nutritional elements lacking 
‘Tse in both. d 
S.M.A. CORPORATION + 810 
0 McCORMICK BOULEVARD 
* CHICAGO, ILLINOIS 
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Designed for Diagnosis 


Roentgenologists have acclaimed the Picker-Waite 
“Century” to be a distinct achievement in shockproof 
diagnostic x-ray equipment. * It is a significant 
fact that a greater number of “Century” units have 
been bought by the medical profession than any 
other similar x-ray apparatus. 


With the “Century”, fluoroscopic findings may be 
recorded instantly and permanently by means of 
the two-position Spot Film Attachment. . . increas- 
ing the value of x-ray in diagnostic procedure. 


PICKER X-RAY CORPORATION 
WAITE MFG. DIVISION, CLEVELAND 


Completely shockproof in every particular, with 
flexibility, power and simplified control for radio- 
graphy and fluoroscopy in every position, the 
Picker-Waite “Century” is enthusiastically acclaimed 
to be ... “Designed for Diagnosis”. 


PICKER X-RAY CORPORATION 

300 FOURTH AVENUE, NEW YORK, N.Y. 

Gentlemen: 
Please send me a complete catalogue on the 
new model Picker-Waite “Century” radio- 
graphic-fl pic x-ray apparatus. 
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REGISTERED U.S. PAT. OFFICE 


@ Three little Hematinic Plastules Plain is the suggested daily 
dose for secondary anemias. 

Small, easy to take and well tolerated, this modern iron therapy 
appeals to the physician who desires effective treatment at a rea- 
sonable cost to the patient. 


HEMATINIC PLASTULES PLAIN 
Suggested dosage D. after meals. 
or 


HEMATINIC PLASTULES with LIVER CONCENTRATE 


Suggested dosage—2 T.1.D. after meals. 
BOTTLES OF 50 AND 100 


THE BOVININE COMPANY 


8134 McCORMICK BOULEVARD - CHICAGO, ILLINOIS 
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HE interesting and significant 

study quoted above indicates 
that irradiated evaporated milk, 
with its recognized virtues as a food 
for infants, may also be accepted as 
a superior milk for older children. 
. . . Physicians are invited to write 


CARNATION MILK 


NOURISH THEM WELL’ 


| **The widespread use of evaporated milk for infants attests its ability to nourish Ht 
| them well. The fact that infants are unable to digest raw cow’s milk properly H 
is largely overcome by boiling or by the processes used in the production of 
evaporated milk. Moreover, this modified cow’s milk lends itself to a degree of 
i standardization and control unapproachable with the mammary gland.” — 


| Souders, Hunscher, Hummel, and Macy: Am. J. Dis. Child. 58:529, Sept. 1939. 
| 


for reprints of this article; also for 
“Simplified Infant Feeding,” an au- 
thoritative discussion of the use of 
Irradiated Carnation Milk in nor- 
mal and difficult feeding cases. . . . 
Carnation Company, Milwaukee, 
Wisconsin; Toronto, Ontario, Canada. 
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(Number one in a series of six.) 


Common prollems in the 


“How can acid rebound and alkalosis be Four striking features of Amphojel, 
avoided in the treatment of peptic ulcer? Wyeth’s Alumina Gel, are recognized by 


\ clinicians: 
— Amphojel provides prompt relief from 


pain. It permits rapid healing of the ul- 
Amphojel controls free HCI safely. When cer. It cannot be absorbed and eliminates 


Amphojel is used neither secondary acid the hazard of alkalosis. It reduces excess 
rise nor alkalosis is possible for three acidity without completely neutralizing 


the gastric contents. 
reasons: 1. A gastric pH compatible with 


ulcer healing is maintained. 2. Amphojel Amphojel, Wyeth’s Alumina Gel 
is not absorbed. 3. Amphojel itself has a Fluid Antacid . . . Adsorbent 

: One or two t fuls either undiluted or with 


between meals and on retiring. 


Supplied in 12-qunce bottles 
AMPHOJEL 
Patients 
Wyeth’s Hydrated Alumina Tablets 
Antacid 


One-half or one tablet in half a glass 
of water. Repeat five or six times 
daily, between meals and on retiring. 


Supplied in bozes of 60 tablets 


Wyeth 
Gel 


OHN WYETH AND BROTHER, INC., PHILADELPHIA, PA. 


24 


Vol. 34 No.2 


Lend Us 
14 by 22 Inches 
of Desk Space- 


. . and you can see for yourself what a valuable 
addition to your diagnostic facilities the G-E Model 
F-3 Portable X-Ray Unit could be. Right in your 
own office you can operate this powerful, efficient, 
compact x-ray unit exactly as it will be used in your 
practice—on your desk or table. 


The satisfactory experience of hundreds of F-3 
owners is your assurance that you can rely on the 
F-3 for dependable performance —in your office or 
at the patient’s bedside — wherever adequate roent- 
genological service is not available. Its simplified 
control is easy to operate, and its full flexibility 
provides accurate alignment with minimum patient 
discomfort. 


If, like most value-wise medical men, you demand 
proof of what your money will buy before you 
spend it, you won’t accept mere claims about the 
worth of any portable x-ray unit. G.E. willingly 
offers to furnish full proof of the F-3 unit’s relia- 
bility, dependability, and economy of first cost and 
maintenance. Protect your investment; buy the safe 
way —sign and mail the coupon to see the proof! 


SOUTHERN MEDICAL JOURNAL 


CLIP, SIGN, and MAIL 


O Have your local representative arrange 
with me for a “See-the-Proof” demon- 
stration of the G-E Model F-3 in my office, 


at my convenience. 


‘a Send me my copy of the G-E Model F-3 
Catalog. 


NAME 


ADDREss. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 
A22 
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by PATIENTS 
PAST MIDDLE AGE? 


AVE you been disappointed, even baffled, by 
| failure of certain elderly patients to respond to 

specific medications and treatment? Too many 
times the reason lies in long years of exceedingly low 
vitamin-mineral levels . . . due to improper or restrict- 
ed diets, poor digestive and assimilative ability, and 
general metabolic slow-down. 


These vitamin and mineral reserves must be replen- 
ished if the body’s natural defenses are to help fight 
disease and increase the patients’ response to specific 
therapy. Your patients take a great step in this di- 
rection when you prescribe . . . 


Vi-Syneral SPECIAL GROUP 


New Vitamin-Mineral Therapy for Those Over Forty 


VI-SYNERAL (Special Group) was evolved as a spe- 
cially-balanced vitamin-mineral product for the mid- 
dle-aged and elderly. Clinical experience pointed to 
the value of higher potencies of the B complex—there- 
fore, a daily dose of 10 mg. of Nicotinic Acid and 
1000 micrograms Vitamin Be was combined with high 
potencies of Vitamin A, Bi, B2(G), C, D, E and other 
B Complex factors (plus eight essential minerals) in 


SPECIAL GROUP VI-SYNERAL. 


Write for detailed literature 


U. S. VITAMIN CORPORATION 


250 East 43rd Street 


REMEMBER DOCTOR: Vita- 
mins Alone Are Not Enough. 
A growing clinical picture ad- 
vises simultaneous administra- 
tion of minerals with vitamins 
for maximum effectiveness. 


VI-SYNERAL (Regular) is 

also available in Funk-Dubin 

balanced potencies for: 
ADULTS 
ADOLESCENTS 
INFANTS and 
CHILDREN 
NURSING and 
EXPECTANT 
MOTHERS 


New York, N. Y. 
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Hydro-Choleresis 
relieves 
Biliary Stasis 


*,.3 Will run still more swiftly if encouraged.” 
—Ovid 


@ Stasis of the bile tracts occurs in cholecystitis, cholangeitis, and hepatic 
dysfunction with congestion. Stasis may be eliminated by the mechanical 


“flushing” action of the free-flowing aqueous bile resulting from hepatic 
stimulation with Ketochol. 


KETOCHOL is Hydro-Choleretic 


The increased flow of dilute hepatic bile produced by 
Ketochol exerts the desired “‘flushing”’ effect, accomplishes 
physiologic drainage and overcomes biliary stasis. 

KETOCHOL is a combination of the oxidized, or keto 
form of those bile acids (cholic, desoxycholic, chenodes- 
oxycholic and lithocholic) normally present in human bile. 

Average dose: one tablet t.i.d. with or immediately after meals. Supplied 
in bottles of 100 and 500 tablets. 


Ethical Pharmaceuticals Since 1888 
CHICAGO 
New York ¢ Kansas City ¢ San Francisco 
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MEDICINE, 


HE “gilded cage” of ten to twenty bedrooms, with buta single 
small, ill-ventilated “water-closet,” held many a martyr to 
constipation or its alternative of the mid-Victorian era: Grandma’s 
nauseating brews, or the doctor’s unrefined castor oil or calomel. 


With the passing of heavy red flannel underwear, the treatment 
of constipation has also emerged from its early crudity. Out of 
the welter of professional opinion for the most satisfactory 
modern treatment of this ever prevalent condition, crystallized 
the Agarol idea—a mineral oil and agar emulsion suitable for 
every age period and in every pathologic condition where an 


intestinal evacuant is indicated. 


Physicians are using Agarol extensively for the relief of acute 
constipation and for the treatment of habitual constipation. 
They know that its high viscosity, tho-oughly emulsified 
mineral oil accomplishes exactly what it is intended to do— 
soften the intestinal contents, while the experimentally deter- 
mined dose of phenolphthalein assures adequate peristaltic 
stimulation and thorough evacuation. 


A trial supply gladly sent on request. 


AG ARO WILLIAM R. WARNER & CO., INC. 
113 WEST 18th STREET - NEW YORK CITY 


i 
—— 
too, had tts hereoctc 
9 
| 


Vol. 34 Nc.2 


SOUTHERN MEDICAL JOURNAL 


A Vehicle that 
Stimulates the Appetite 


Wyeth’s BEWON ELIXIR is an excel- 
lent vehicle for many medicaments. It 
is compatible with most drugs. 


Standardized to contain 500 Interna- 
tional Units of Vitamin B, (thiamin 
chloride) per ounce, BEWON ELIXIR 
stimulates the appetite and is indicated 


in Vitamin B, deficiencies. 


Supplied in Pint and Gallon bottles 


JOHN WYETH & BROTHER 


INCORPORATED - PHILADELPHIA, PA, 
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NEURALGIA MUSCULAR RHEUMATISM 


Check advaitieses 
of PANALGESIC 


1. Does not stain or leave a : 
greasy film upon the skin. - 


2. Rapidly absorbed from 
gentle massage. Absorp- 
tion enhances, prolongs, — 

effect. 


3. Unusually high shee 
_content (587). 


RICHMOND, VIRGINIA 
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THE TUCKER 
SANATORIUM, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Sanatorium for the 
Neurological Practice of Drs. Beverley R. 
Tucker, Howard R. Masters and James Asa 
Shield. 


The Tucker Sanatorium is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, medicinal 
exercises, hydrotherapy and physiotherapy. 
The Sanatorium is large and bright, sur- 
rounded by a lawn and shady walks, large 
verandas and has a roof garden. It is situ- 
ated in the best part of Richmond and is 
theroughly and modernly equipped. The 
nurses are specially trained in the care of 
nervous cases. 


St. Elizabeth’s Hospital 


Richmond, Virginia 
STAFF 
J. Shelton Horsley, M.D., Surgery and Gynecology 
John S. Horsley, Jr., M.D., Plastic and General 


urgery 
Guy W. Horsley, M.D., General Surgery and Proc- 


tology 
Douglas G. Chapman, M.D., Internal Medicine 
Wm. H. Higgins, M.D., C in I 
Medicine 


Austin I. Dodson, M.D., Urology 
Charles M. Nelson, MD., Urology 
Fred M. Hodges, M.D., Roentgeno! ogy 
L. O. Snead, M.D., Roentgenology 
R. A. Berger, M.D., Roentgenology 
Helen Lorraine, Medical Illustration 


Visiting Staff 
Harry J. Warthen, Jr.. M.D., Surgery 
W. K. Dix, M.D., Internal Medicine 
James P. Baker, Jr., M.D., Internal Medicine 
Marshall P. Gordon, Jr., M.D., Urology 
Howell F. Shannon, D.M.D., Dental Surgery 


Administration 
N. E. PATE, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-conditioned. 
School of Nursing 
The School of Nursing is affiliated with Johns 
Hopkins Hospital School of Nursing in Baltimore 
for a three months’ course each in Pediatrics and 
Obstetrics. 


Address: Director of Nursing Education 


For the Di is and T 


way). 53% acres of wooded land and rolling fields. 


Cc. C. TURNER, B.S., M.D., Neuropsychiatrist 


THE TURNER - GOTTEN SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 

t of Mental and Nervous Disorders 

Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
Equipment new and modern, including the latest equipment for 
physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under the supervision 
of a trained therapist. An adequate nursing personnel gives individual attention to each patient. 


NICHOLAS GOTTEN, M.D., F.A.C.S., Neurosurgeon 


¥, 
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| Grace Lutheran Sanatorium For Paticoss With 
For Tuberculosis 


cA Beauty Spot on Prospect Hill Alcoholic Problems 


701 South Zarzamora Street 
SAN ANTONIO, TEXAS Th 
JAMES L. ANDERSON, M.D., Medical Director arm 
Admits patients irrespective of denomi- 
nation or creed. 


Ideal all year climate——Excellent med- 
ical and nursing care.—Radiographic, Flu- 


A non- institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 


oroscopic and Pneumothorax service. of a limited number of selected vol- 

New, distinctive, Individual Bungalows, untary patients with ALCOHOL prob- 
highly modern, and Private Rooms with lems — both male and female — un- 
baths and sleeping porches, all equipped der the psychiatric direction of 


with radio.—Beautiful grounds. 


Moderate rates. Robert V. Seliger, M.D. 
For booklet and information address: CITY OFFICE: 


PAUL F. HEIN, D.D. 2030 Park Avenue, Baltimore, Md. 


Pastor and Superintendent 


Saint Albans Sanatorium 
RADFORD, VA. 


A modern, ethical institution, fully equipped 


for the diagnosis, care aad treatment of ner- AT ’ NVAI E 
vous and mental diseases and selected addiction ALLENS I \LID HOM GA. 
cases. 2,000 feet elewriion. Rates rea-onable. For the treatment of 
Occupaticnal and Hydrotherapy Departments. NERVOUS AND MENTAL DISEASES 
j C. KING. MD J BS KING. MD 
AM , M.D. omfortable — Convenient — Site High an 
E. W. ALLEN, M.D., D for M: 
FRANK A. STRICKLER, M.D. H. D. ALLEN, M.D., ‘Department for Women 


‘erms Reasonable 
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dictions. 
Treatment 
valescents, 


special 


Hoye’s Sanitarium 


“In the Mountains of Meridian” 


MERIDIAN, MISS. 


Diagnosis and Treatment of Nervous and 
Mental Diseases, Alcoholic and Drug Ad- 
Especially 


equipped for the 
Mental Disorders. Con- 


Elderly People and those re- 
quiring METRAZOL THERAPY given 
monthly rates. 
vision of patients. 


Personal super- 
Consulting physicians. 


Dr. M. J. L. Hoye, Supt. 


Formerly sixteen years Superintendent of 
East Mississippi State Hospital 


Laboratory. 


Approved diagnostic 
Hydrotherapy, Electrotherapy, Massage, 


Dr. Brawner’s Sanitarium 
SMYRNA, GEORGIA 


(Suburb of Atlanta) 


@ For Nervous and Mental Disorders 
Drug and Alcohol Addictions 


and therapeutic 


Special Department for General Invalids and Senile 
Cases at Monthly Rates. 
JAMES N. BRAWNER, M.D., Medical Supt. 
ALBERT F. BRAWNER, M.D., Resident Supt. 


methods. 
X-Ray and 


An Institution 
FOR 
Rest, 
Convalescence, 
the diagnosis and 
treatment of 
NERVOUS 
AND 
MENTAL 
DISORDERS, 
ALCOHOL 


AND 
Drug Habituation 


WM. RAY GRIFFIN, M.D. 


For rates and further information write 
Appalachian Hall, Asheville, N. C. 


APPALACHIAN HALL 
Asheville, North Carolina 


Appalachian Hall is located 
in Asheville, North Caro- 
lina. Asheville justly claims 
an unexcelled all year round 
climate for health and 
comfort. All natural cura- 
tive agents are used, such as 
physiotherapy, occupational 
therapy, outdoor sports, 
horseback riding, etc. Five 
beautiful golf courses are 
available to patients. Ample 
facilities for classification of 
patients. Rooms single or 
en suite with every comfort 
and convenience. 


M. A. GRIFFIN, M.D. 
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CLINIC 


ST. LUKE’S HOSPITAL 


Richmond, Virginia 


. « Medical and Surgical Staff .. . 


General Medicine: General Surgery: Obstetrics: 
: S McGuire, M.D. H. Hudnall Ware, Jr., M.D. 
James H. Smith, M.D. W. Lowndes Peple, M.D. H.C. Spalding, M.D. 
Hunter H. McGuire, M.D. W. P. Barnes, M.D. Urology: 
Margaret Nolting, M.D. Philip W. Oden, M.D. Austin I. Dedson, M.D. 
John P. Lynch, M.D. : Chas. M. Nelson, M.D. 
Pathology and Radiology: 
Eye, Ear, Nese and Throat: 
J. H. Scherer, M.D. F. H. Lee. MD 
tid Roentgenology: Dental Surgery: 
William T. Graham, M.D. J. L. Tabb, M.D. John Bell William-, D.D.S. 
J. T. Tucker, M.D. C. D. Smith, M.D. Guy R. Harrison, D.D.S. 


WESTBROOK SANATORIUM 


Richmond Virginia 
TELEPHONE 5-3245 


Department for Men: Associates: Department for Women: 
J. K. Hall, M.D. O. B. Darden, M.D. P. V. Anderson, M.D. 
E. H. Alderman, M.D. 
E. H. Williams, M.D. 
Rex Blankenship, M.D. 


The institution is situated just beyond the northern border of the city on United Stites H'ghway Number 1. 


The scope of the work of the Sanatorium is limited to the diagnosis and the trostmen: of nervous and mental 
disorders and to the addictions to drugs and to alcohol. It affords also adequate facilities for rest and upbuilding 
under medical and nursing supervision. 


The medical staff devotes its entire attention to the pati in the S ium. 
i a school for trained attendants in which instruction in the care of the nervous and 


The insti 
mentally sick is emphasized. 

There are twelve separate buildings for patents with 150 beds. Such a large group of buildings makes 
possible the more congenial grouping of patients. Rooms may be had single or en suite, with or without private 
bath. There are a few small cottages for the use of individual patients. 

A comprehensive general physical and nervous examination is made of each patient. A mental examination 
is made when indicated. The examination is typed and a copy of it is ava‘lable for the referring physician. Com- 
plete dental investigation is a part of the general survey. 

A skilled teacher gives practical daily instruction to small groups in the arts and crafts. Helpful and inter- 
esting occupation in the out-of-doors is made possible for the men patients in the vegetable and flower gardens, on 
the truck farm, in the poultry yards, and in the dairy. 

There are bowling, tennis, croquet and pool. On Sunday evening there is chapel service. 

Detailed information is ilable for physici 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN, e. M.D. CHARLES R. ROBINS, M.D. 
OSBORNE O. ASHWORTH, M.D. STUART N. MICHAUX, M.D. 
MANEFRED CALL, III, M.D. re C. BRYAN, M.D. 
M. MORRIS PINCKNEY, M.D. STEPHENS GRAHAM. M.D. 
ALEXANDER G. BROWN, III, M.D. CHARLES R. ROBINS, jR., M.D. 
Obstetrics: Urological Surgery: 
< FRANK POLE, M.D. 
MARSHAL P. GORDON, JR., M.D. 
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CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 


It is upon the charact2r of service r2ndered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nur-es, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hour; of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D 
Founder Medical Director 
NASHVILLE R. F. D. No. 1 TENNESSEE 


Reference: The Medical Profession of Nashville 
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Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 


. Charles Kiely, M.D. 
H. P. Visiting Consultants 
Box No. 4, College Hi 


‘*REST COTTAGE’’ College Hill, Cincinnati, Ohio 


For purely nerv- 
ous cases, nutri- 
tional errors and 
convalescents. 


Completely equipped 
for hydrotherapy, 
massages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M.D. 
Charles Kiely, 
M.D. 
Visiting 
Consultants 


D. A. Johnston, 
M.D., Medical 
Director 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Metrazol and Insulin Therapy used < anne ay Cases. _ Gradual Reduction Method used in the 


Established in 1925 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 
All outside rooms attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and = by an expanse of beautiful woodland. Ample provision made for diversion and helpful 


occup q night and day nursing service maintained. 
JAMES A. BECTON, M.D., Physician-in-Charge 
P. O. Box 2896, Woodlawn Station, Birmingham, Ala. Phones 9-1151 and 9-1152 
References: Medical profession of Birmingham and Birmingham Chamber of C ce. 
LEONARD D. WRIGHT, M.D. WALTER R. WALLACE 
Medical Director Business Manager 


THE WALLACE SANITARIUOM 


For over thirty years in successful operation; just eight miles from the heart of the city, in a quiet suburb, occupy- 
ing sixteen acres of beautiful grounds, this Sanitarium is especially equipped for the treatment of drug addiction, 
alcoholism, nervous, and mental disorders, the care of patients requiring metrazol and insulin therapy and is ideal 
for convalescents. 
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Wintry weather brings 
with it the usual prevalence of 
throat affections. 

Thantis Lozenges, H. W. & D., 
were developed for medical use in 
the treatment of throat soreness 
and irritation and following tonsil- 
lectomy. They dissolve slowly, 
permitting prolonged throat medi- 
cation. 


Thantis Lozenges, AWED. 


are convenient and economical. 


They are antiseptic and anesthetic 
for the mucous membranes of the 
throat and mouth. 


Thantis Lozenges 
contain Merodicein, 
H. W. & D,, 1/8 
grain, and Sali- 
genin, H.W. & D,, 
1 grain. 


THANTIS LOZENGES 
are supplied in vials of 
twelve lozenges each. 


HYNSON, WESTCOTT & DUNNING, INC. 


BALTIMORE, MARYLAND 
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MUSCLE PATHOLOGY IN ANTERIOR 
POLIOMYELITIS* 


ITS RELATION TO FUNCTION 


By Herpert E. Hreps, M.D., F.A.C.S. 
Marlin, Texas 


It has long been considered that if a partially 
paralyzed muscle has had adequate rest, brac- 
ing and physiotherapy for a period of two years 
or more, then all that can be done for that muscle 
has been done. No further increase in strength 
can be expected, and operative procedures to 
replace that muscle’s function are then consid- 
ered to be indicated. 

Through a grant from the National Founda- 
tion for Infantile Paralysis an intensive study 
of the gross and microscopic pathology of polio- 
myelitic muscles has been made. As a result 
of this study, it has been found that many of 
these muscles that have been adequately treated 
for two years can be further strengthened by 
an operative procedure on the muscle itself. The 
intrinsic power in the muscle can be increased. 

It was interesting to note in making this study 
that an abundance of material has been written 
on the pathology of the anterior horn cells, but 
that practically nothing could be found on the 
gross pathology of the muscles. 

Some work has been done on the microscopic 
aspects,!-* but previous gross studies® * have 
been very inadequate and consist simply of de- 
scriptive statements such as “The muscle is re- 
placed with fat,” “The muscle looks like fatty 
bacon,” and other totally unscientific and inexact 
descriptions. 


The primary impetus for this study was fur- 


*Read in Section on Bone and Joint Surgery, Southern Medical 
Association, Thirty-Fourth Annual Meeting, Louisville, Kentucky, 
November 12-15, 1940. 

*From Crippled Children Hospital. 

*Aided by a grant from vie National Foundation for Infantile 
Paralysis, Inc. 


nished by the dissimilarity in size of two chil- 
dren’s paralyzed legs. Both children were the 
same size, and both children had the right leg 
paralyzed; but in one, the leg was nearly as large 
as the normal leg, whereas in the other the leg 
was thin, shrunken, and markedly atrophic. 

In both children, however, the muscles all 
graded zero, and the foot was entirely flail. 

Several months later in doing a biceps femoris 
transplant to the patella on a patient whose 
quadriceps graded trace, the muscle, as in Fig. 
1, was partially and then almost completely vis- 
ualized. 

In this case it was easy to see why a contrac- 
tion of the muscle belly itself would be ineffec- 
tive. The pull was simply on the intervening 
fibro-fatty mass and was not transmitted to the 
patella tendon; yet there lying within that mus- 
cle belly above the fibro-fatty zone was enough 
power to function almost normally in the leg, if 
that power could be utilized. 

This case, plus the previous observation and 
many similar instances of dissimilarity in size 
of paralyzed limbs, led to the possible conclusion 
that many of these muscles with a remaining 
paralysis could be benefited by accurate knowl- 
edge of the pathology. 


HOW THE STUDY WAS CARRIED ON 


Cases of two years’ or more duration were ad- 
mitted to the hospital and a standard operation 
was done that was needed. During the course 
of this operation, the incision was lengthened 
more than was necessary for the operation itself 
and considerable dissecting back of the skin was 
done so that a clear view of the entire muscle 
could be obtained in almost every case. 

At the time of the operation a description was 
dictated to a secretary and photographs and 
sketches were made. 

Each muscle was tested by mechanical stimu- 
lation for its ability to contract, and its elas- 
ticity and degree of tension was noted. 
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Microscopic sections were taken from various 
parts of the involved muscles. 


GROSS PATHOLOGY, SIGNIFICANCE, CLASSIFICATION 


The gross or macroscopic changes occurring 
in the later stages of poliomyelitic muscles are: 
atrophy, degeneration, fibrous replacement and 
fatty replacement.’ *-!* All of these pathologic 
phases occur in almost every muscle; but the de- 
gree of change varies so much that one muscle 
may show predominantly an atrophic change and 
anoth2r a fibrous replacement, or some other 
type of change. 


The following classification of macroscopic 
poliomyelitic muscle pathology is based largely 
on this predominance of one change in each 
muscle. Since the microscopic picture of a mus- 
cle may vary from place to pace in each muscle, 
this macroscopic classification seems most suit- 


Fig. 1 
Muscle grade, trace. The drawing is made from descrip- 
tion and memory of the case mentioned in the first para- 
graphs. It shows a zone of. fibro-fatty degeneration with 
good muscle above and below. 
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able and most accurate. It is also of consider- 
able value as a help in interpreting the function 
of the muscles in the light of their pathologic 
changes. The following classification is consid- 
ercd of most value: 


(1) Homogeneous atrophic and degenerative change 
(2) Muscle replacement change 

(a) Fibrous 

(b) Fatty 

(c) Fibro-fatty 
(3) Irregular atrophic and degenerative change 


HOMOGENLOUS ATROPHIC AND DEGENERATIVE 
CHANGE 


The homogeneous atrophic and degenerative 
change is the most common. pathologic involve- 
ment found. It occurs in muscles of all sizes, 
but small intrinsic mus-les are almost uniformly 


Fig. 2 
Muscle grade, poor minus. There are homogeneous atro- 
phic and degenerative changes in the muscle. The greatly 
relaxed tendon is not commonly associated with this change. 
A contraction of this muscle belly merely takes up the 
existing slack in the tendon and does not pull on the foot. 
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affected in this way. It occurs in patients of 
any age and in paralysis of almost any duration. 


The muscle is uniformly diminished in size 
and is homogeneous in color and general struc- 
ture. It feels soft and is often greasy. It may 
be a faintly pink, greyish muscle mass, distinctly 
retaining the normal structure of muscle or a 
faintly grey, pink mass. It may be predomi- 
nantly grey with uniform faint pink streaks of 
small size throughout, or it may be predomi- 
uantly pink with grey streaks or just a pale pink, 
unlike the dark red of normal muscle. 


These muscles are very atrophic and flabby. 
They usually contract when pinched, but do so 
feebly. They most often retain some elasticity, 
but not nearly so much as a normal muscle. The 
usual grade of these muscles i3 trace or poor. Fig. 
2 shows a muscle of this type with some relaxation 
present, although not all the muscles of this type 
are relaxed. If the slack is taken out of this 
tendon and the muscle tested for elasticity, it 
clearly can be shown that it is present even 
though it is a “stretched out” muscle. 

These muscles are, therefore, uniformly or 
homogeneously involved in an atrophic and de- 
generative process and no other pathologic proc- 
ess is present to any degree macroscopically. 


MUSCLE REPLACEMENT 
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mal. The color is almost uniformly grey or yel- 
lowish grey. Occasional small pink streaks can 
sometimes be found, but when present are usu- 
ally near the origin of the muscle. The muscle 
seems to be almost completely replaced by fibro- 
fatty tissue. In some muscles this change is 
predominantly fatty and in others it is predomi- 
nantly fibrous; while in others there is a rather 
homogeneous fibro-fatty appearance. If it is 
chiefly a fatty replacement, the muscle will be 
somewhat greasy, flabby and soft. If it is chiefly 
a fibrous change, then the muscle will feel dis- 
tinctly rough and irregular and may have a little 
tension in it. The muscles having no particu- 
lar predominance of either tissue show an irregu- 
lar network of fibrous strands throughout; and 
in between and all about these strands are irregu- 
larly ragged streaks, zones and islands of fatty 
tissue, about equal in amount to the fibrous tis- 
sue. In some areas of these muscles, of course, 
fatty change seems greatest, while in other places 
the fibrous change is greatest. The fatty change 
is nearly always greatest near the musculo-ten- 
dinous junction. The fibrous predominance may 
be anywhere in the remaining muscle, but often 
a narrow streak of fibrous increase is found run- 
ning along the length of the muscle from the ori- 
gin to the tendon junction that is about one-sixth 


CHANGE 


The group of muscles clas- 
sified under “replacement 
change” is the least com- 
mon type. Large muscles 
are most often involved. 
Small intrinsic muscles, ex- 
cept for the opponens pol- 
licis, were not seen in this 
group. The age of the pa- 
tient does not seem to be a 
related factor. The dura- 
tion of the disease does 
seem to be of some possi- 
ble significance, since all 
muscles showing this change 
were in patients who had 
had the disease for several 
years. This observation 
may not be of particular 
value, however, as all of 
the cases used in this study 


were of over two years’ du- 
ration. 

These muscles are defi- 
nitely smaller nor- 


This muscle is being completely replaced by fatty tissue. 

replacement tissue is predomincntly fatty instead of fibrous. 

undergoing various degenerative changes. Note the swollen fibers that show the mealy, 
waxy chenges of beginning disintegration. 


Fig. 3 
This also is an end stage, but the 
The cells of this island are 
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to one-fourth the width of the remaining muscle. 
It seems to be a line of fibrous replacement that 
has occurred as a reparative measure in a muscle 
which has been traumatized along this line of 
stress by repeated stretching; and tearings. 
These fibro-fatty muscles are so loose and are 
under so little tension as a rule that they hang 
down on the sides of the bone to which they are 
attached and change their position when the po- 
sition of the limb is changed. 

They will not contract when pinched and they 
have no elasticity. They will stretch; but when 
stretched, do not return to their former length. 
They usually grade zero. They look as if fibro- 
fatty tissue has completely replaced the original 
muscle mass and practically no vestige of the 
original muscle remains. In many cases it is 
necessary to study a microscopic slide to be sure 
that any muscle cells remain at all. Figs. 3 and 4 
show how muscles of this type look microscop- 
ically. They probably represent an end stage 
in the degenerative processes that occur in polio- 
myelitic muscles, a change s:milar to the “fibrous 
de-differentiation” described by Sarah Tower.'* 

These muscles, therefore, are hardly muscles 
at all. Atrophy, degeneration and replacement 
changes which seem to occur in paralyzed mus- 
cles in that order have changed the once con- 
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tractile elastic muscle to a shapeless, formless, 
functionless mass simply occupying the space be- 
tween skin and bone. 


IRREGULAR ATROPHIC AND DEGENERATIVE 
CHANGE 


The group that is the most interesting and is 
second in frequency is the irregular atrophic and 
degenerative change. It involves only the larger 
muscles. The age of the patient and the dura- 
tion of the paralysis seem to be of no signifi- 
cance. There is no uniformity whatever in the 
color, shape, size or degree of atrophy and de- 
generation present in these muscles. It is this 
very lack of uniformity that makes these muscles 
interesting and places them in a group where 
advantage may be taken of their peculiar patho- 
logic structure actually to increase the strength 
of the muscle by a surgical procedure. 


Figs. 5 to 15 (except Fig. 10) show muscles 
in which the peculiar distribution of the pathologic 
changes brings them into this group. Because of 
the definite heterogeneity of these changes, a gen- 
eral description will not suffice, but each one or 
each type must be taken up separately and dis- 
cussed. 

Figs. 5, 6 and 7 show muscles which have a 
similar type of degenerative change. In all of 
these there is an atrophic 
and fatty or fibro-fatty 


change in the muscle at 
its attachment to the ten- 
don of insertion. Fig. 5 
shows a tibialis anterior 
that graded fair plus. Ex- 
posure of the muscle belly 
disclosed a segment above 
that was nearly normal in 
appearance. It contracted 
on pinching, it was elastic 
and presented all the phys- 
iologic and anatomical evi- 
dence of normal or nearly 
normal muscle tissue. The 
lower fatty zone, however, 
did not contract and was 
not elastic. It stretched, 
but did not return to its 
original length when re- 
leased. Obviously in this 
case a powerful contraction 
which occurs in the upper 


Fig. 4 


The stage of complete fibrous replacement, an end stage in the atrophic-degenerative-replace- 
A few small atrophic muscle cells may 


ment process that occurs in poliomyelitic muscle. 
found. 


good segment of muscle 
cannot be transmitted to 
the tendon because of the 
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intervening zone of fatty tissue which is itself in- 
capable of contracting or transmitting effectively 
the pull to the tendon insertion below. All of the 
power of the contraction in this muscle is lost 
because of this peculiar zone of fibro-fatty tissue. 


Why would it not be possible to take advan- 
tage of this pathologic peculiarity and improve 
that muscle’s strength? This could be done by 
weaving small strips of fascia lata mattress su- 
tured into the good muscle belly above through 
the fatty zone to the tendon below. This would 
transmit the impulse directly from the good belly 
above, down to the tendon, and its power would 
not be lost in an ineffectual pull on the fatty 
intervening zone; or it might also be possible 
to inject a sclerosing solution into the fatty zone 
and transform it into a strong fibrous mass that 


3 
& 
Fig. 5 


Muscle grade, fair plus. There is a zone of degeneration 

about the musculo-tendinous junction. The muscle above 

is good. Contraction is ineffective because of a loose, 

weak lower zone which stretches and docs not transmit pull 
to the tendon. 
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would effectively transmit the pull of the good 
segment above. 

Fig. 6 shows a gastrocnemius-soleus group in 
which much more than the lower one-third is 
degenerated. This muscle might be treated in 
much the same way as the previous tibialis ante- 
rior, but, of course, so much of the muscle is al- 
ready gone that not much power could be re- 
gained. There would be in all probability as 
much power regained by this procedure as by 
transplanting one of the smaller lateral groups 
of muscles to the tendo-achilles. 


Fig. 7 diagrammatically shows the findings 
in another case. In this pa-ticular patient a hip 
flexion contracture was being released. As the 
muscles were cut away from the anterio-supe- 
rior spine, a large mass of dark red muscle could 
be seen bulging from the inside of the pelvis 
around the anterior end of the ilium, almost 
getting in the way of the operation. The pres- 


Fig. 6 
The muscle grade is poor plus. All of the muscle is de- 
generated except a small part of both heads. 
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ence of so much good looking muscle there, in a 
child whose hip flexors graded zero, prompted 
further investigation. A zone of degeneration 
was found involving the lower one-third or one- 
fourth of the muscle, thus rendering its pull in- 
effectual. 


Fig. 8 shows a quadriceps with the same gen- 
eral type of pathologic condition. Why would 
it not be possible here to dissect away the fatty 
zone and suture the vastus lateralis and medialis 
to the rectus femoris and the central tendon, 
thus making a narrower muscle, but making the 
contraction from all of these muscles effective by 
eliminating the loose tissue in between the good 
muscle and the tendon. This procedure would 
be very simple and possibly would improve that 
muscle’s strength. 


Fig. 7 
The muscle grade is zero. Diagrammatic representation of 
approximate findings. The child’s hip flexors graded zero, 
yet good looking ilio-psoas muscle was seen bulging around 
the anterior end of the ilium in doing a Soutter operation. 
The muscle, as high as it could be seen, looked uniformly 
Below, it presented a degenerated fibro-fatty tissue 

zone. 
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Fig. 9 is another muscle similar in its patho- 
logic appearance to that of Fig. 1. The inter- 
vening zone of fibro-fatty tissue here, too, com- 
pletely eliminates transmission of the impulse 
from the upper segment and makes the contrac- 
tion of the lower segment less efficient because 
it is not firmly fixed above. This might be 
drawn together with mattress sutures of fascia 
with some expectation of improvement in muscle 
action. 


Speculation on the or gin of this zone is in- 
teresting. It may be a tear in the muscle that 
occurred in the early stage v. hen th? patient tried 
to walk too soon. If ruptures can occur in rela- 
tively normal muscles, as Gi'crest, Milch,!* Con- 
well and others have demcrstrated, then certainly 
they may occur in weak poliomyelitic muscles 
unduly strained. It is not likely that such a 
tear occurs suddenly with dramatic violence so 


Fig. 8 
Muscle grade, poor plus. Note the fatty streaks through 
the medialis, musculo-tendinous degeneration of the later- 
alis, and streak of degeneration down the middle of the 
rectus femoris. 
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that the patient can remember exactly when it 
may have occurred. A stretching out or “stretch 
tear” localized at one zone, growing greater with 
each attempt to overuse the muscle, is the most 
likely mechanism of such a gross tear. 

In this particular patient, pressure of a brace 
calf band might have been the etiologic factor. 
This zone, however, is not definitely transverse 
like a calf band, yet it must be considered as a 
possibility. Not enough gastrocnemius-soleus 
muscles were studied to determine accurately 
whether calf band pressure damages the muscle 
or not. 

Fig. 10 shows the homogeneous atrophic and 
degenerative chang: involving the two lateral 
heads of the triceps, while the central head shows 
good muscle except for the lower one-third, where 
it attaches to th triceps tendon. This muscle, 


Fig. 9 
Muscle grade, poor. There is a zone of fibro-fatty de- 
generation across a fairly good muscle. A contraction in 
either muscle belly is ineffectual because of this zone. 
This may have resulted from a stretch tear or perhaps from 
the pressure of the calf band of a brace. 
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therefore, shows a combization of the above 
pathologic classifications in the same muscle. 
This is a common finding in multiple bellied 
muscles. 


The type of atrophy and degeneration seen in 
Fig. 11 is very common in the opponens pollicis. 
This particular muscle seems to be the only one 
of the small intrinsic muscles studied that does 
not present almost uniformly the homogeneous 
atrophic and degenerative change. Here it is 
noted that a streak of fairly good muscle re- 
mains about the middle of the muscle belly. The 
streak on the extreme ulnar side is almost com- 
pletely gone and is largely fibro-fatty tissue, but 
the margin on the radial side is faintly pink 
about the center and has good fibers at both 
ends. 

The vastus lateralis in Fig. i2 represents a 
commonly found type of change. Small irregular 
islands of muscle tissue lie at irregular intervals 
in a sea of fat. There is not much fibrosis in the 
surrounding tissue about these muscle islands. 
The islands themselves seem to be undergoing 


Fig. 10 
The muscle grade is poor. The two outer heads show 
homogeneous atrophic and degenerative changes. The mid- 
dle head shows a musculo-tendinous zone of degeneration. 
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a considerable amount of degeneration. The 
vastus medialis is similar to other muscles al- 
ready mentioned, but the rectus femoris demon- 
strates a change not yet described. Notice the 
streak of degeneration running down the middle 
of this muscle. The lateral and medial mar- 
gins of this muscle and the underlying inter- 
medius are relaxed and flabby and simply hang 
over on the sides of the bone. It seems that a 
streak of degeneration has occurred down the 
exact center of these muscles that is of a very 
marked degree and is separating the muscle belly 
into a medial and a lateral portion with the femur 
almost exposed anteriorly separating them. 

It is easy to theorize that gravity pull was 
greater than the remaining inherent tension in the 
muscle after the paralysis, so it simply fell off 
to the side as the atrophic and degenerative 
changes occurred in the muscle. A _ prolonged 
period of immobilization in a perfectly normal 
muscle produces a “flat top” appearance to a 
thigh. It is, therefore, possible that the too pro- 
longed early immobilization of these muscles 


Fig. 11 
The muscle grade is zero. The dark central streak is good 
muscle. The ulnar side is completely gone. 
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may pull them down into this shape just as it 
would a normal muscle, and as a result then of 
this position a “stretch tear” occurs along the 
anterior surface of the muscle over the femur. 

Regardless of its pathogenetic factors this 
muscle (rectus femoris and vastus intermedius) 
is badly damaged and the probability is that lit- 
tle can be expected in its recovery, particularly 
since the two lateral segments are themselves 
showing degenerative changes of the homogeneous 
atrophic and degenerative type. 

It might be interesting in this quadriceps to 
see whether any power could be regained by the 
following procedures: 

(1) If we should do the special sliding opera- 
tion, to be described later, on the rectus femoris 


Fig. 12 
The muscle grade is zero. The medialis is ineffective be- 
cause of a musculo-tendinous zone of degeneration. The 


lateralis is ineffective because the islands cannot contract 

together effectively in fatty tissue. The rectus femoris is 

very weak, although uniformly involved. The muscle hangs 

down on either side of the bone and changes position with 
change of position of the limb. 
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and vastus intermedius and suture them together 
over the front of the femur after freshening up 
their adjoining portions. 

(2) Special sliding operation on the vastus 
lateralis for possible coaptation of the muscle 
islands to occur. 

(3) Suture the vastus medialis to the tendon 
with fascia lata. 

In Fig. {3 the rectus femoris shows the com- 
mon, already described, type of irregular change 
and almost complete replacement of the vastus 
lateralis. The medialis might perhaps be 
strengthened by the plication procedure, although 
there is considerable atrophy present in the re- 
maining muscle, and there might not be enough 
inherent remaining power to make it effective, 
even though its mechanical disadvantage is cor- 
rected by the surgery suggested. 


Fig. 13 
Note the small amount of good muscle near the central ten- 
don. There is complete degeneration of the vastus lateralis 
and partial degeneration of the medialis. The rectus femoris 
is the only portion of this muscle that has any remaining 
strength. 
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It seems that the possible variations of irregu- 
larity in the quadriceps group are very numer- 
ous. 

The deltoid in Fig. 14 is a common finding 
and every orthopedic surgeon and physiothera- 
pist has seen this particular type of irregular 
degeneration. The anterior and posterior parts 
of the deltoid remain as active functioning units. 
Often only the anterior part remains and some- 
times only the posterior part remains, but most 
often both anterior and posterior zones remain, 
and the intervening zone as pictured here, that 
forms the rounded mass over the tip of the shoul- 
der, is completely gone and replaced by a thin 
sheet of fibro-fatty tics °. 

The muscle represented here, or deltoids of 
this type, even though greatly weakened, might 
still have enough power to abduct the arm 
against gravity if full mechanical advantage 
could be taken of the remaining muscle. Why 


Fig. 14 


Muscle grade, trace. This is a common finding in para- 
lyzed deltoids. The middle zone over the tip of 
acromion is completely replaced by fibro-fatty tissue. 
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could not these remaining portions be dissected 
loose from their present origin in front of and 
behind the shoulder and pulled closer together 
and reattached to the tip of the acromion, thus 
making a triangular muscle, just as the normal 
deltoid is, but, of course, one that is narrower 
at its base? This muscle, instead of actually 
pulling the humerus into some adduction with 
a contraction, would then pull it into abduction, 
and thus an actual improvement in that muscle’s 
function could be expected; not particularly be- 
cause the muscle strength was much improved, 
but because a better mechanical advantage could 
be taken of the remaining fibers. 

The high percentage of deltoid muscles that 
show this type of irregular degeneration suggests 
that the “stretch tear” injury secondary to 
gravity pulling down on the arm and stretching 


Fig. 15 
Muscle grade, fair minus. This is a good muscle except for 
a streak of greyish degeneration running up its center from 
the tendon. A powerful contraction of this muscle cannot 
pull on the tendon effectively because of the stretching 
quality of the greyish streak. 
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the muscle over the tip of the shoulder is the 
important secondary factor that produces muscle 
disintegration, just as it does along the anterior 
surface of the femur in the quadriceps. 

Another interesting thought here is that the 
nerve of supply to the deltoid enters the muscle 
posteriorly and runs forward on the inferior sur- 
face of the muscle supplying it as it goes. The 
posterior fibers in this patient were strong, they 
would contract; they were elastic and appeared 
to be fairly good muscle. The anterior fibers 
looked and tested as if they were just as good as 
the back ones, although separated by the zone 
of fibro-fatty degeneration, and the same nerve 
supplied all three areas. 

Is then the middle zone of degeneration caused 
by anterior horn cell injury? Or is it caused by 
the gravity-induced stretch tear, acting on a 
weakened muscle in its early stage of recovery 
when it had, perhaps temporarily, lost some of its 
vis a tergo, or is the muscle so weakened by a pro- 
longed period of immobi‘lization that it has atro- 
phied from disuse and easily succumbs to the 
gravitational stretch tear? 

Fig. 15 shows a tibialis anterior that graded 
fair minus. The muscle belly appeared to be 
very good throughout. It was elastic, it would 
contract; and although not absolutely normal in 
color and general appearance, it seemed to be a 
belly strong enough to make some movement in 
the foot if its full contraction power could be 
utilized. It is easily seen in the drawing why 
the contraction of the muscle belly cannot be ef- 
fectively utilized. A zone of greyish fatty de- 
generation about one-half inch wide runs upward 
from the musculo-tendinous junction through the 
muscle so that a contraction of this belly pulls 
futilely on the tendon through the loose fatty 
zone. 

Why could not this thin narrow zone of fatty 
change be dissected out and the tendon planted 
deeper into the muscle that remains, with some 
expectation that an improvement in strength 
would occur? 

A probable explanation for this streak of de- 
generation running upward through the muscle 
from the tendon is that it is a stretch tear along 
the immediate linear zone of stress above the 
tendon. This muscle was weakened by the dis- 


ease or by disuse atrophy and an equinus devel- 
oped. The gravitational pull of the front part 
of the foot on the tibialis anterior tendon was 
transmitted back up to the muscle belly, which 
was not then elastic, and it simply gave way, 
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with a stretch tear above the tendon and in those 
fibers of the muscle to which the tendon imme- 
diately attached. The result was this degen- 
erated streak running up the length of the mus- 
cle on its anterior surface. 


This rather brief discussion of the gross path- 
ologic features of certain muscles in type three of 
the proposed classification has shown that the 
possibility exists of improving the strength of 
a muscle by an operative attack on the indi- 
vidual muscle itself. 

Naturally the type of surgical procedure will 
depend upon the existing pathologic condition 
and cannot be definitely standardized for muscles 
of this classification. 

The muscles of type two, the muscle replace- 
ment change, in all probability cannot be im- 
proved. There is simply not enough muscle tis- 
sue left. 

The muscles of type one can be improved for 
the most part by a new operation designated as 
the muscle sliding operation. 

Time and space will not permit a complete dis- 
cussion of the theory, technic and results in the 
cases that have been operated upon by this 
method. Fifty per cent of the few cases, how- 
ever, that have been operated upon by this new 
procedure have shown an appreciable gain in 
strength of the muscle operated upon. 

It seems quite reasonable, therefore, to as- 
sume that the pathology of the muscles in infan- 
tile paralysis is a subject that is worthy of a 
great deal more continued and intensive study, 
since an accurate knowledge of the distribution 
of pathologic changes makes it possible to restore 
strength to many muscles that have reached their 
maximum amount of improvement by bracing 
and physiotherapeutic methods. 
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DISCUSSION (Abstract) 


Dr. J. Albert Key, St. Louis, Mo—This paper gives 
much food for thought. All of us have seen muscles in 
which there were areas of loss of color with pink mus- 
cle above, and I have certainly been too dumb to 
pay any attention to it. I have always judged the mus- 
cle on the basis of what it would do. 

Obviously, we have been missing something, because 
there are muscles in patients with infantile paralysis in 
which the loss of function is due not to the fact that 
the muscle is totally destroyed, but to the fact that there 
is a zone of muscle where the fibers are destroyed and 
where stretching has occurred to a point where the 
muscle that is left can no longer exert its power. 

We must think of this in the future. We should learn 
more about it and study it, and we ought to be able to 
diagnose the cases beforehand. 

For the past fifteen years, I have felt that most of 
the results of our physiotherapy in infantle paralysis were 
due to nature rather than to the physiotherapist. Most 
physiotherapists tend to attribute every improvement 
in a paralyzed extremity to their efforts rather than to 
allow for the natural tendency of the patient to recover. 

We have been following some cases in St. Louis which 
had no treatment at all, and the results are bearing out 
our theory. In other words, once the disease has ceased 
to progress, once an anterior horn cell is destroyed, you 
can do relatively little to restore power in muscle the 
nerve supply of which has been destroyed or is gone. 

What you can do is to prevent further loss of func- 
tion and give the muscle that is left a chance to work. 


In the work of Dr. Hipps it is obvious that we have 
been missing a method of giving the muscle that is left 
a chance to work. Part of the result, if not most of it, 
which has been obtained by physiotherapy in the past 
has been, I believe, the result of the long-known prin- 
ciple that a paralyzed muscle should be prevented from 
being stretched. It is obvious that if paralyzed muscle 
is stretched those areas in which the muscle fibers are 
gone will be stretched excessively and will give, to a 
point where the rest of the muscle cannot work effec- 
tively. 

There is an individual in this audience whom I should 
like to ask to comment on this, namely, Warren White. 
He has shortened many legs and paid no attention to 
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the muscles. According to his statements and my ob- 
servations, the muscles have accommodated themselves. 
I want to know why they cannot do it in these partially 
paralyzed muscles. 


Dr. Charles E. Irwin, Warm Springs, Ga.—I believe 
that Dr. Hipps’ work will prove to be a valuable con- 
tribution. 

On first thought, I believe that these transverse zones 
of fibrosis are probably of traumatic orizin. If we re- 
view our pathology, that is, pathology of the acute 
stage, we know that a great number of anterior horn 
cells return to function, and their representative mus- 
cle fibers later return to function, which accounts for 
the spontaneous recovery that always takes place re- 
gardless of whether or not the patient has any treat- 
ment. 

These patients all give a history of this kind: “When 
I was first sick, I could move only one arm, but I have 
recovered use of everything except one lower extremity 
of one arm.” They all make some spontaneous recov- 
ery. 

It is entirely possible that the muscle injuries take 
pla-e while some of the anterior horn cells are tempo- 
rarily thrown out. This certainly bears out the belief 
that we are approaching more and more every day, in 
mor? conservative treatment of acute case:, with less 
exercise. 


That may sound strange coming, as it does, from me, 
from Warm Springs, but our methods have changed tre- 
mendously there within the past two or three years. 
At the present time it is an exception rather than a 
rule to start treatment early in cases of poliomyelitis 
with underwater physiotherapy. 


In deltoid cases, particularly, and cough cases, which 
were notoriously famous in the pact for not improving 
under active exercise, under the new method of immo- 
bilization our results are far better. It may be that we 
are protecting the muscles over a longer period of time 
and letting the natural muscular units have a chance 
to function and reform before they are stretched out. 


Dr. J. Warren White, Greenville, S. C—I have never 
had any difficulty in having mus-les take up slack, but 
I do not see what that has to do with this paper, par- 
ticularly. It is the other way around. My muscles 
are shortened, and the muscles that we are talking about 
are muscles that have been stretched. 


We have all seen, for instance, the coming back of 
an anterior tibial which has been apparently paralyzed 
for years after a hezl cord lengthening is done. It 
shows, I think, that those muscles have the ability to 
come back after the years. 


There is a man in the audience who mizht enlarge a 
little on this subject, who treats muscles that are con- 
tinually on the stretch, Win Phelps. He is working with 
muscles that are on constant tone, with spastics. I have 
been wondering if any of those muccles have ever tired 
out. I certainly have never seen them do that. 


Those children, of course, are completely relaxed when 
they are aslzep, and they have a chance to come back 
there. 

Dr. Phelps, have you ever seen a spastic with tired- 
out muscles, that is, muscles which have grown weak 
over the years? 
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Dr. Winthrop Phelps, Baltimore, Md—I think the 
only thing you could think of in that connection would 
be the cases in which a Teller transplant has been 
done. 


Dr. White—Nelson Hadley, at first, and then Free- 
mont Chandler reported it. 


Dr. Phelps—tI should think that that probably meant 
that the quadriceps had been stretched out, and that in 
transplanting the tubercl2 down, you simply put it on 
still more of a stretch. But I do not know of any 
other instance which would be in point. 


Dr. White—Those muscles adjust, finally, do they 
not ? 


Dr. Phelps.—Nes. 


Dr. White—I have known a few of them that just 
did not hold out over the years. 


Dr. Phelps.—No, they get loose in the end. 


Dr. Hipps (closing) —Dr. Key, your question as to 
the diagnoczis or how to suspect the possibility that 
these conditions are present in the muscles has not yet 
been worked out. When we began the work and first 
found some of these zones, I asked my physiotherapist 
to try to feel the entire length of the muscle with her 
fingers and sez if she could detect these iclands of de- 
generation or islands of good tissue. She was unable 
to do so. 


Her findings and my operative findings did not check 
well enough to be satisfactory. The only way I know 
of to suspect it is from the size of the limb: if, in a badly 
paralyzed limb, the size of the limb is not commensurate 
with the degree of paralysis that is present. 


Dr. Lowman, in New York, asked me two or three 
days ago, “Have you ever in any of your microscopic 
studies on muscles seen new muscle cells form?” I 
have tried very hard to find them, because one man 
in the literature I reviewed found what he called newly 
developed muscle cells. I cannot say that I have found 
any. I had my slides looked over by two or three 
competent pathologists, but they could not find any new 
muscle cells. 

Other writers who had done microscopic work have 
failed almost uniformly to find new cells, so I do not 
think it is quite possible that new cells develop as the 
result of physiotherapy. 

You will see hypertrophied cells, you will see a 
bundle over here with normal cells, and then you will 
see another bundle that has been hit, cells undergoing 
atrophy, and the cells that remain are about three times 
the size of normal cells. These are undergoing hyper- 
trophy, trying to take the place of the others. 

The problem of stretching is another one of the most 
important problems in dealing with muscles. Every 
muscle has a normal tension, and a maximal and a mini- 
mal physiologic tension. The minimal physiologic ten- 


sion for big muscles such as the quadriceps femoris might 
conceivably be the rupture tension for a little muscle 
such as the lumbar muscles in the hand. 


. 
= 
Jane 
Gt 


Vol. 34 No.2 


SMITH AND SPENCE: 


CONGENITAL SYPHILIS IN ONLY ONE OF 
TWINS* 


By FRANK R. Situ, Jr., M.D. 
and 


Joun M. Spence, Jr., M.D. 
Baltimore, Maryland 


The concept of the occurrence of congenital 
syphilis in only one of twins has been presented 
from time to time in the literature. The older 
case reports, before the development of serologic 
tests and before adequate pediatric follow-up was 
considered necessary, are largely philosophical 
dissertations and are of no value. More recent 
critical observers, however, have contributed a 
series of 12 individual case reports of this in- 
teresting phenomena, the relevant data concern- 
ing which are summarized in Table 1. 

All these reports probably repzesent true in- 
stances of congenital syphilis in only one of 
twins, and Cases 1, 4, 5, 7 and 9 seem com- 
pletely acceptable. Cases 2 and 8, however, 
suffer from too brief a period of observation of 
the supposedly normal twin to assure that it was 
nonsyphilitic. In Cases 3, 6, 10, 11 and 12, the 
examinations were not conducted until the chil- 
dren were so old that, although it is unlikely, 
neither spontaneous cure in the supposedly nor- 
mal twin nor childhood infection of the syphilitic 
twin can be excluded with certainty from the 
data presented. 

Our own experience is based upon two per- 
sonally observed cases of syphilis in one of new- 
born twins and those other cases which were 
found in a search of the records of the Johns 
Hopkins Hospital. Since four of these instances 
occurred in the course of 44 twin pregnancies 
to 40 women with syphilis, the condition is not 
rare. An abstract of the histories of the mothers 
and children follows: 


REPORT OF CASES 


The letters A and B with numerical suffixes 
are used to designate, respectively the syphilitic 
and nonsyphilitic child of each pair and to 
identify them in Table 2. 


Case 1, B. N. (U72626).—The mother was a colored 


*Read in Section on Pediatrics, Southern Medical Association, 
Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12-15, 1940. 

*From the Syphilis Division of the Medical Clinic and the De- 
Partment of Obstetrics, Johns Hopkins University and Hospital, 
Baltimore, Maryland. 
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primipara, 30 years of age, who was found to have un- 
treated latent syphilis when she was about 28 weeks 
pregnant. Prior to delivery she received 9 injections 
of arsphenamine, each 0.3 grams, and 1 injection of 
bismuth subsalicylate (0.2 grams). Pregnancy and la- 
bor were not unusual and delivery was spontaneous at 
term on November 20, 1936. The placentae were sep- 
arate, weighing 680 and 670 grams, respectively, and, 
on gross microscopic examination, showed no evidence 
of syphilis. 

Twin Aj, female, was the larger and more vigorous 
and weighed 2,740 grams. There were no clinical signs 
of syphilis at birth or during the neonatal period. At 
the age of five days the complement fixation reaction 
showed 8 units of syphilitic reagin, but the flocculation 
test was negative. She was lost from observation until 
January 24, 1937, when the mother came in with both 
twins because A; was not gaining weight. She weighed 
3,070 grams, whereas Bj, the other twin, though smaller 
at birth, now weighed 4,540 grams. A; showed pseudo- 
paralysis of one arm and condylomata of the genitalia. 
Complement-fixation titer had risen to 37 units and 
x-ray of the long bones showed periostitis and osteo- 
chondritis. Antisyphilitic treatment was started at 
once. 

Twin By, female, weizhed 2,620 grams at birth. 
At the age of 5 days, the physical examination showed 
nothing abnormal. The serologic test for syphilis then 
showed a titer of 8 units, identical with that of her 
sister. However, she was not treated and at 2 months 
of age the titer had decreased to 1 unit. In contrast 
to her sister, the child was developing rapidly and now 
weighed 4,540 grams. Physical examination and x-ray 
of the long bones gave perfectly normal results. The 
next week all serologic tests for syphilis gave com- 
pletely negative results and continued consistently to 
do so until the time the child was last examined at 314 
years of age. 


Case 2, B. T. (U27856).—The mother was a 19-year- 
old colored primipara who was known to have had 
syphilis for several years. During this pregnancy she 
received only 3 injections of neoarsphenamine, each 
0.45 grams, and 1 of bismuth subsalicylate (0.2 grams). 
Labor was spontaneous at term on November 6, 1929. 
The fused placentae, double ovum in type, weighed 1,030 
grams and showed no syphilitic lesions. The comple- 
ment-fixation test with cord blood was doubtful. 

Twin Ag, male, was the first born. He weighed 1,900 
grams at birth and appeared normal in every way. 
When two months of age he was returned to the pedi- 
atric clinic because of fretfulness. The weight then had 
increased to 3,225 grams. He was well developed and 
well nourished. There was desquamation of the skin 
over the thighs and a story that during the fortnight 
before he had “peeled all over.” Generalized lymphade- 
nopathy was found. No typical skin eruption was pres- 
ent at this time and the complement-fixation serologic 
test for syphilis was anticomplementary on two occa- 
sions. Before the clinical diagnosis of syphilis became 
definite he died of lobar pneumonia. At autopsy, in 
addition to pneumonia, extensive evidence of congeni- 
tal syphilis was found in the liver, spleen, kidney and 
bones. 

Twin Be, male, weighed 2,480 grams at birth. Dur- 
ing the neonatal period, x-ray examinations were nor- 
mal, but there is no record of a neonatal blood test 
having been done. He was not further followed until 
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after this brother’s death, but at that time he was 
thoroughly. studied and. found to be normal. He was 
then lost sight of for several years, but a complete re- 
survey of his situation (excepting only an examination 
of the spinal fluid), conducted when he was 9 years 
old, revealed no clinical or serologic evidence of con- 
genital syphilis. 


Case 3, G. McD. (U43974).—The mother was a white 
multipara, 27 years of age, whose only previous preg- 
nancy had resulted in living twins, both of whom died 
at about 3 months of age of diseases said to have been 
respectively pneumonia and _ retropharyngeal abscess. 
No further information concerning these twins was 
available. She had had no antisyphilitic treatment at 
any time and syphilis was not suspected. 


Her labor and delivery on June 30, 1932, were with- 
out event. The double ovum placenta contained nu- 
merous infarcts, but there was no definite pathologic 
evidence of syphilis. The complement-fixation reaction 
of the cord blood was anticomplementary. It was not 
until one of the twins was definitely recognized as hav- 
inz congenital syphilis that the mother herself was 
proven to be syphilitic. 

Twin As weighed 2,110 grams at his birth and was a 
small, weak, but active baby. At the age of 10 days he 
had mild anemia and jaundice, but no clinica! evidence 
of congenital syphilis. At 2% months of age, he re- 
turned with classical signs of congenital syphilis: pseu- 
doparalysis, desquamation of the soles, undernutrition 
and anemia. Roentgenograms of the long bones showed 
periostitis; and serologic tests for syphilis gave positive 
results. 

The twin B; weighed 2,660 grams at birth and was 
described as “being in good condition with no signs of 
syphilis.” Like his brother, he developed jaundice of 
the newborn. At the age of 4 weeks, serologic tests 
upon his blood gave a positive complement-fixation, but 
negative flocculation results. Two weeks later, at the 
time that his brother had clas:ical signs of congenital 
syphilis, the serologic tests gave entirely negative re- 
sults and roentgenograms of the long bones were like- 
wise negative. He was carefully followed during the 
next year without developing any clinical or serologic 
manifestations of syphilis; and examinations at the age 
of 8 years failed to reveal clinical or serologic evidence 
of this disease. 


Case 4, G. C. B. (U14708) —Thz mother was a negro 
multipara, 39 years of age, with late latent syphilis. 
The first pregnancy, five years previously, terminated 
in a stillbirth; the second, in a child with congenital 
syphilis. The mother received 3 doses of arsphenamine, 
each 0.3 grams, during the pregnancy now under con- 
sideration. Pregnancy and labor, on December 10, 
1932, were without incident. The placenta weighed 
1,100 grams, was double ovum in type and showed no 
syphilitic lesions. The maternal blood showed a posi- 
tive serologic test for syphilis at the time of delivery, 
but the cord blood was negative. 

Twin A, weighed 2,850 grams at birth and no physi- 
cal abnormalities were noted at 5 months of age. How- 
ever, roentgenograms of the long bones showed osteo- 
chondritis; several blood serologic tests taken over the 
span of a fortnight all gave positive results; and treat- 
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Fig. 1 
Ay By 
Photograph of twins Ay and B, at eight months of age. 


Fig. 2 
Ag Bs 
Photograph of twins Ag and Bg at five months of age. 
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ment for congenital syphilis was begun when she was 6 \| | | . || 
months of age. | 

The twin By weighed 2,800 grams at birth. Roent- 
genograms of the bones at 5 months were all normal. 
Serologic tests of the blood for syphilis were negative 
at 2, 4, 6 and 9 months. He died September 21, 1923, 
shortly after an operation for verified brain tumor. 
Necropsy was not performed. 

The pertinent data regarding these twins are sum- || 
marized in Table 2. Figs. 1 and 2 show the contrasting | 
appearances of the first and third sets at the stated 
ages. 


In addition to these, the records of a fifth set ] 
of twins, brother and sister, one of whom had AeY-X | 
syphilis and the other apparently did not, have 
| 
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been made available to us through our associate, 
Dr. J. E. Moore. The man at 27 years of age ¥ “ad oo © 4° Co 
was quite normal on physical examination and | 
his blood had repeatedly given negative reac- 
tions to serologic tests for syphilis. The woman 
gave a history of interstitial keratitis and Clut- 
ton’s joints at 13 years of age and had developed 
recognizable eighth nerve deafness by the time 
she was 20, which progressed in spite of anti- 
syphilitic treatment. When she was seen at 
the age of 27 years, she had enlarged parietal 
bossae and an Olympian brow; the scars of old 
interstitial keratitis; malformed but not typically 
Hutchinson teeth; and her blood gave positive re- 
actions to serologic tests for syphilis. 
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In reviewing the published reports and our own 
experience, it seems obvious that the diagnosis 
of so paradoxical a phenomenon as the occurrence 
of congenital syphilis in only one of twins could 
be accepted only if: 

(1) The congenital nature of the infection in 
the syphilitic twin be clearly proven; and 

(2) The fact be established beyond peradven- 
ture that the apparently nonsyphilitic twin 
neither has had syphilis in the past nor is in 
the process of developing the disease. 

The satisfaction of the first of these require- 
ments is easy in the newborn infant, but be- 
comes more difficult in the older child. It is 
possible in the adult only when classical stigmata 
of the congenital infection are present. In the 
absence of such stigmata, the possibility of 
syphilis acquired in childhood must always be sijtydg yo addy 
considered. 


The situation is similar in considering the ap- 
parently nonsyphilitic twin. If the infant is seen 
shortly after birth, adequate follow-up is neces- 
sary to establish that he is not developing syph- 
ilis; if he is first seen in later life, there is al- 
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ways the possibility, even though remote, of con- 
genital infection with spontaneous cure before 
the examinations were conducted. 

Beyond the fact that all of our cases were 
double ovum twins, examination of our available 
information and that from the literature gives no 
clue as to the mechanism of production of this 
phenomenon. Many theories have been ad- 
vanced, but none is completely in keeping with 
the observed facts. Dennie,® in discussing his 
case, remarks: 

“We have no theories as to why this happened, but 
simply offer it as a fact.” 

Fischl and Steinert’ offer their own case and a 
general discussion of other cases as a suggestion 
of the paternal transmission of infection. 

It may be conjectured that a few spirochetes 
were circulating in the maternal blood and that 
one or few entered only one placenta, in the case 
of dizygotic or only one part of the placenta in 
monozygotic twins; that some unknown mechan- 
ism prevented the absorption by one fetus of 
antisyphilitic drugs given antenatally;! that 
there was a “protective substance” in the nor- 
mal twin not present in the diseased one; but 
all these are unproven hypotheses. 


The operation of sheer chance probably pro- 
vides the best explanation. The fetus of a woman 
with syphilis, it is thought, becomes infected 
in utero by the transplacental transmission of 
the infecting organism from the maternal-fetal 
circulation. It is postulated on good evidence 
that this transmission depends on the develop- 
ment of syphilitic inflammation in the placenta, 
so strategically placed that, as it extends, it 
breaks through the normal barrier between the 
fetal and the maternal circulations, with conse- 
quent escape of spirochetes into the former. Re- 
gardless of other controlling factors, in many 
instances chance alone seems to determine 
whether this does or does not occur during the 
pregnancies of many women with syphilis, so 
that such women may give birth to a succession 
of normal and syphilitic children arranged in 
any sequence. 


It is not difficult, therefore, to accept the 
concept that the intra-uterine transmission of 
syphilis to only one of dizygotic twins is a mat- 
ter of chance, conditioned, perhaps, by the same 
factors in the relationships of the maternal, pla- 
cental and fetal circulations which operate in 
general. 


Consideration of the more fanciful hypotheses 
such as the existence of differences in immunity 
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between the two fetuses seems unnecessary. Let 
this and similar speculations await the highly 
improbable occurrence of congenital syphilis in 
only one of single ovum twins. 


SUMMARY AND CONCLUSIONS 


(1) There are 12 previously reported cases of 
congenital syphilis occurring in only one of 
twins. Of these, five are completely acceptable; 
the others, while probably authentic, suffer from 
lack of documentation of important detail. 

(2) The criteria are presented which must be 
fulfilled before the diagnosis of congenital syph- 
ilis in only one of twins may be made. 


(3) Our own observations concerning five in- 
stances of congenital syphilis in only one of 
twins are presented. 


(4) It is emphasized that since four of the 
five instances of this phenomenon were observed 
in 44 twin pregnancies to 40 women with syph- 
ilis, the condition is not so rare as might be 
expected. 

(5) The twins in this series were all dizygotic. 
Apart from this fact, which we think to be of 
crucial importance, we have only hypotheses to 
advance to explain the anomalous escape of one 
twin while the other was infected with syphilis 
in utero. 
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DISCUSSION (Abstract) 


Dr. Philip F. Barbour, Louisville, Ky—Dr. Smith 
has certainly had a very unique experience in that he 
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has observed five cases of syphi‘is in one of twins when 
there have been reported only fourteen cases. We must 
assume that the fetus acquires syphilis through a local 
implantation of the spirochetes in the placenta and a 
-reaking through the placental wall at that point. Of 
course, there are many syphilis-fre2 children born of 
syphilitic mothers. There may be numerous spirochetes 
in the mother, but the placenta may not have been in- 
volved. If it is a monozygotic infection, it would be 
possible though actually highly improbable that the 
spirochetes would get into the umbilical vein of only 
one child. The possibility of an infection through 
trauma at birth must be considered, but it certainly 
must be rare. I have never known of a general practi- 
tioner or an obstetrician who contracted syphilis from 
delivery of a syphilitic mother, and my memory runs 
back to the cays when rubber gloves were not even 
dreamed of. 


There seems to be a certain time in the syphilitic 
infant’s life when it is Wassermann negative, for pos- 
sibly several months. In conversation, Dr. Kahn to!d 
me that he rather doubted this stat2ment, but our clini- 
cal laboratories here are manned by thoroughly capa- 
ble men and I know they have had this experience. 
Onez cannot wholly disregard clinical findings. 


The cases reported by Dr. Smith have been under 
observation a sufficient time to have eliminated this po-- 
sible source of errer. 


Dr. Smith (closing). —I f-el that besides the fact that 
we have co!lected five cases from the records of the Johns 
Hopkins Hospital, not my own practice, by the way, the 
subject is interesting not only for itself, but also be- 
cause if we can solve this problem I think we can do 
something toward the solution of the methed of trans- 
mission of syphilis to the fetus. There are several pit- 
falls in diagnosis and one of the reasons there are only 
twelve cases in the literature is that it is difficult at 
times to be sure that the twins are monozygotic or 
dizygotic. Penros2 reports his as occurring in mcn)- 
ovular twins, but the basis of this diagnosis is entirely 
by finger prints. 

I have found another instance of mistaken diagnosis. 
Dennie and Pakula have just published a most inte:- 
esting book on congenital syphilis. It came out ony 
about two weeks ago and there was not a copy in Ba'ti- 
more. However, I got hold of one just long enough to 
see that they have a complete chapter devoted to con- 
genital syphilis in twins. Dennie explains thoroughly 
how in one set of twins he thought for a long time that 
one was syphilitic and one was nonsyphilitic, but that 
alter a course of treatment which he gave to the non- 
syphilitic twin, and he did not explain why he gave it, 
sero‘ogical tests of the twin that he had reported as 
negative became positive. This change he considers a 
reaction of the provocative Wassermann type. 

We are also presented with another difficulty which 
is that it has never been found possible to produce 
congenital syphilis in experimental animals comparable 
to the type of infection that occurs in humans. Kemp, 
in Chicago, I think did succeed, but only by killing 
both the mother and the unborn animals. 


Zz 
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FAT NECROSIS STUDIES, IV: OBSERVA- 
TIONS ON PEANUT FATTENED 
HOGS* 


By M. Prnson Neat, M.D.7 
Columbia, Missouri 


Fat Necrosis in Soy Bean Fattened Cattl2 and 
Rabbits—Horvath and Chang! reported that 
prolonged feeding and overconsumption by rab- 
bits of raw soy beans which were rich in lipase 
produced a rise in blood serum lipase, and on 
killing these animals they discovered in the 
perirenal fat a necrosis which, from their de- 
scription, was fat necrosis. Autoclaved or 
cooked soy beans which had lost their lipase, 
according to the ethyl butyrate test, fed to like 
animals and in similar quantities, gave no such 
results, thus showing that the activating sub- 
stance was destroyed by heat. Horvath? noted 
similar necrotic areas in the perirenal fat, and 
sometimes in the subpleural fat of beef cattle 
in northern China that had been fed heavily on 
soy bean cake and black soy beans (observed in 
the slaughter house in Tsingtau, China). In 
both instances the lesions were interpreted as 
fat necrosis, and the fact that rabbits fed on 
cooked soy bears did not show the necrosis was 
very suggestive of an enzyme as the cause. Hor- 
vath? did not observe the condition in Mon- 
golian cattle fattened on grass (examined in 
Tientsin). The observations of these authors 
at least show that a disturbance in the lipase 
balance and this change which they interpreted 
as fat necrosis may occur simultaneously. 


Lipase as a Cause of Fat Necrosis——Neal and 
Ellis? * * have found and recorded in previous 
studies that products obtained from both animal 
and vegetable sources, and presumably contain- 
ing lipase in a pure form, were potent to pro- 
duce experimental fat necrosis. Through a se- 
ries of extractions, they obtained this lipase sub- 
stance from fresh hog’s pancreas, fresh hog’s 
liver, commercial pancreatins, the seeds of Vir- 
ginia grown peanuts, Arachis hypogaza (His- 
panus), the sunflower, Helianthus annuus, the 
common castor bean, Ricinis communis, and the 
Chinese soy bean, Glycine hispida. It is well 
recognized that many plant seeds are rich in 


*Read in Section on Pathology. Southern Medical Association, 
Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12-15, 1940. 
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oils and the presence of lipase in these oil-bear- 
ing seeds has often been demonstrated. This fat 
necrosis-producing substance answers all the 
physical, chemical and enzyme reactions for 
lipase and lipase alone. That which was ob- 
tained from vegetable seed sources certainly did 
not contain digestive enzymes, as trypsin, which 
theoretically at least might be present in extrac- 
tives from animal sources. 


Using the lipase fractions from both vegetable 
seed and animal tissue sources, they have experi- 
mentally produced characteristic fat necrosis by 
gross and histologic interpretations in white rats, 
Mus decumanus; dogs, Canis familiaris; cats, 
Felis domestica; turtles, Macroclamys pseudo- 
graphica, the geographic turtle; and Chrysmes 
belli cinerea, Bell’s painted turtle; fish, Lepisos- 
teus platystomus, the short nosed gar; and Cypri- 
nus carpio, the German carp; chickens, Gallina 
domestica; and pizeons, Columba livia. Lesions 
were observed at periods of time varying from 
6 hours to 17 days following intraperitoneal in- 
jections. Autopsies on their 625 animals re- 
vealed fat necrosis to be most common in the 
perirenal and peritesticular fat deposits. This 
is in conformity with the observations of Hor- 
vath on the carcasses of soy bean fattened cattle. 


Soft Pork.—Various of the state experiment 
stations, the U. S. Department of Agriculture, 
Bureau of Animal Industry, and several of the 
private packing companies have carried on exten- 
sive studies dealing with soft pork and oily hogs, 
as to cause, prevention, modification, or eradi- 
cation (Fig. 1). 


Féed, being the source of body fat, is the out- 
standing factor in the causation of soft pork. 


“Feed fats in general are deposited in the body in 
the form closely resembling the original. When high 
fat feeds, such as peanuts and soy beans, make up the 
principal part of the ration the feed fat is sufficient 
to account for most of the body fat. With feeds which 
contain a smaller percentage of fat, the body fat may 
be synthesized to a larger extent from carbohydrates 
and proteins. Such fat is materially harder than that 
produced from peanuts, soy beans and similar feeds. 
The smaller the proportion of feed fat (softening in 
character) to carbohydrates, and proteins entering into 
fat deposition, the firmer is th: body fat stored.” 

“Peanut:, which contain 45 per cent oil, are one 
important cause of soft porx in certain sections. With 
large gains on peanuts, there is a tendency for the 
carcasses to become oily as well as soft.’’? 


Peanuts, when grazed or self-fed for 60 days to 
pigs, starting at approximately 100 pounds in 
weight, produce soft carcasses.® 

It has been definitely accepted that softening 
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of pork, with its oiliness of fat, is caused by a 
number of foods, all rich in fat, and some have 
been proven to be rich sources for lipase. While 
soy beans were early recognized as an outstand- 
ing cause of meat softening when fed to hogs, 
it is now accepted that peanuts, rice bran, vel- 
vet beans, ard distillery slop exert the same ac- 
tion. Generally speaking, where these foods 
have been cooked and then fed to hogs, the de- 
gree of softness of the finished product is much 
less.° This indicates either some change in the 
food fats by heat, modifying their type or form 
for deposit within the animal's body, or a de- 
struction of some substance, possibly the en- 
zyme lipase. 

Soft pork is an entirely different condition and 
of different interpretation and consequence from 
fat necrosis. There are some similarities in 
causation and in the control or prevention. It 
is discussed here because of those similarities. 
Inquiries have been addressed to several of the 
large packing plants that handle soft pork and 
to the U. S. Department of Agriculture, Bureau 
of Animal Industry,’” concerning observations 
their workers might have made on fat necrosis. 
They have brought, without exception, exten- 
sive reports on the problem of soft pork, and 
further have uriformly stated that they had not 


Fig. 1 
Bellies, loins and hams from typical soft pork, compared 
with cuts from firm hogs. (Courtesy of Agricultural Ex- 
periment Station, University of Illinois.) 
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had occasion to study adipose tissue from the 
standpoint of gross or histologic change. A 
critical summation of the publications by the 
Conference on Cooperative Meat Investigations 
by the State Agricultural Experiment Stations, 
the U. S. Department of Agriculture and the 
Livestock and Meat Industry, Participating, 
published in 1937"! as a Report of the Review 
Committee, yields no reference to fat necrosis or 
of its having been observed in these extensive 
studies and experiments. 


STUDIES ON THE SPONTANEOUS PRODUCTION OF FAT 
NECROSIS AMONG PEANUT FATTENED 
SWINE, SUS DOMESTICA 


Neal and Ellis? have conclusively shown that 
peanuts are rich in lipase content and that ex- 
tractives known to contain this substance in 
pure form or even in crude radicals are capable 
of producing fat necrosis. Inasmuch as enor- 
mous numbers of hogs are being fattened on 
peanuts over a rather large geographical area 
of certain of our Southern states, it has been 
held by the author that observations on several 
thousand carcasses of such fattened hogs would 
prove of interest and value in this work. Pursu- 
ant to that desire, during the period of Decem- 
ber 18 to 23, inclusive, 1939, when animals 
fattened in this manner were being slaughtered 
in some of the southern Georgia packing plants, 
it was possible to carry on the studies involving 
a total of 8,324 hogs. The problem necessitated 
the inspection of all animals being slaughtered 
during a day’s run, and there was an average 
daily kill of over 1,400. 


Age and Weight.—The hogs varied in live 
weight from 60 to 600 pounds, the general aver- 
age being between 150 and 200 pounds. In 
ages there were small numbers of 5 to 6 months, 
and a few of 2% to 3 years, but predominantly 
they were of from 7 to 10 months of age. 


Feeding —The study was carried out at the 
height of the seasonal peanut fattening period 
on animals that were self-fed, pastured or grazed 
on mature peanuts in the field, in some instances 
from which a portion of the crop had been har- 
vested for commercial purposes. Most of the 
peanuts were of the small Virginia type, though 
some were of the large Spanish variety. It was 
impossible to determine the length of time that 
an individual hog might have been on this type 
of feed, but it varied from 2 or 3 weeks to 4 
months. The animals were almost invariably 
slaughtered and then inspected within from 48 
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to 72 hours after being taken from the farm and 
their place of feeding. 


Examination.—After the process of scalding 
at a temperature of 138 to 142° F. for about 3 
minutes, and the hair removed, the carcasses 
arrived at my station cleaned, the thorax and 
abdomen opened, and body divided, with a cen- 
ter split including a mid-line cut through the 
backbone. A small area near the rear or rump 
end and the undivided head were holding the 
halves together. The organs from the chest and 
abdomen had been removed, including stomach, 
pancreas, liver, intestinal tract, the mesentery, a 
portion of the diaphragm, and in almost all in- 
stances, both kidneys. Rarely were one or both 
kidneys in situ. With the carcass in this condi- 
tion and hanging from a hook, head down, in 
transit on a moving chain, it was easy to visual- 
ize thoroughly the fat deposits in the: (1) tho- 
racic and abdominal wall, both ventral and dor- 
sal, as revealed along the edges marginal to the 
cuts made for dividing the body; (2) around 
the kidney beds from which these organs had 
been removed, or when in situ, following blunt 
finger dissection, shelling them away from the 
perirenal bed of fat; (3) that behind the peri- 
toneal surface and lateral to the spine from the 
diaphragm to the pelvis; (4) that which is re- 
flected on to the diaphragm from its marginal 
attachments, left and right; (5) an elongated 
strip within the thorax lateral to the sternal 
margin; (6) layer on the parietal pleural sur- 
faces, often very heavy in the intercostal spaces; 
and (7) an area about the pelvic brim. 

To this extensive study of the fat deposits, 
on one day, was added the pancreas and its im- 
mediate surrounding fat. This was made possi- 
ble through having the organ from the entire 
number of hogs, namely: 1,011, killed on that 
date saved in large containers. They were then 
in deliberation examined after the day’s kill 
was completed. This was found impossible on 
the other days because time and energy were 
entirely utilized in the inspection of the carcasses 
on the conveyor chain after the pancreas had 
been removed. 


All areas that were suggestive of fat necrosis 


were removed and immediately fixed in formalin 
for later histologic study. 


PANCREATIC FINDINGS 


Gross.—Of the 1,011 pancreases inspected, one 
bore on its surface and in the surrounding fat, 
areas of typical fat necrosis, chalky white, of 
from 1 to 3 millimeter size, and hemispherical 
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in shape. A second pancreas had embedded in 
its substance several 3 millimeter nodules some- 
what like fat necrosis, but upon incision of one, 
there was found a tiny parasite. These were 
then interpreted as parasitic cysts. A third pan- 
creas that was swollen, tense and hemorrhagic 
contained many foci of typical fat necrosis, of 
from 1 to 4 millimeter size. Some were larger, 
more irregular in shape, as if several smaller 
units had merged. In the pancreatic duct were 
found several parasites that were identified as 
the kidney worm. Marginal to a fourth pan- 
creas within the lumen of a rather large blood 
vessel, a branch of the portal vein, were several 
kidney worms (parasitic emboli) (Fig. 2). 

From this study of the pancreas, its adherent 
fat, and its blood vessels, then were found three 
specimens harboring the kidney worm. In one 
instance there were multiple parasitic cysts. In 
a second, the parasites were in the pancreatic 
duct, and unquestionably contributed to the as- 
sociated acute hemorrhagic pancreatitis and fat 
necrosis. In a third, the same type of parasite 
was found in a vascular channel, but without 
evidence of such necrosis. 


Histologic—The sections from the three pan- 
creases that showed gross lesions in every re- 
spect confirmed the anatomic interpretation. 
One had multiple areas of typical fat necrosis 
as well as parasitic cysts, with thin, fibrous cap- 
sules between lobules of the pancreas. The sec- 
ond revealed only parasitic cysts, while the third 
showed numerous areas of typical fat necrosis 
within the substance of the gland and in the at- 
tached fat around the capsule. This organ 
showed a very extreme degree of acute hemor- 


Fig, 2 
Parasitic emboli, Stephanurus dentatus, in branches of 
portal veins of hogs. 
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rhagic inflammation with areas of coagulation, 
as well as fat necrosis. 

In the two instances where the pancreas re- 
vealed characteristic gross and histologic fat 
necrosis there was an associated damage of the 
pancreas, one of which was definitely parasitic 
in character. This then led to the interpretation 
that the fat necrosis was due to pancreatic dam- 
age, and not to some other element. 


FINDINGS IN FAT DEPOSITS 


Gross.—Because of the finding of the kidney 
worm in these animals, with its presence in the 
perirenal fat, often within small cysts, many 
specimens were saved for microscopic section that 
would not ordinarily be necessary in animals not 
so infested with parasites. Among the 8,324 
carcasses examined, there were 3 instances in 
which lesions taken to be fat necrosis were 
found. The differentiation between these and 
the many small parasitic cysts that were seen 
was based on the gross appearance, shape, con- 
sistency, color, and size. The fat necrosis areas 
were more of a hemispherical shape, dry, chalk- 
like, firm, white, and of 2 to 3 millimeter size. 
The cysts were more spherical, moist, tan to 
brown or yellowish in color, generally more than 
3 millimeters in size, and upon incision, fre- 
quently yielded a fluid exudate and small para- 
sites. 


Histologic—The many sections taken from fat 
deposits showing lesions that were questionable 


Fig. 3 
Area of perirenal fat necrosis: X98. 
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as being fat necrosis showed these to be inflam- 
matory foci, or parasitic cysts, with the excep- 
tion of three. All of these were in perirenal fat, 
and showed characteristic tissue changes and 
staining reaction for fat necrosis. In the areas 
involved the fat cells were much swollen, ap- 
peared run together, with the outline of many 
appearing more like shadows or ghosts, and the 
cytoplasmic port’o1 composed of a translucent, 
homogeneous, ac‘dophilic staining material. The 
nuclei were entirely gone, evidently by lysis, 
since no nuclear fragments could be found. Sur- 
rounding these areas of necrosis there were mod- 
erate degrees of reactive cell infiltrations, form- 
ing a thin line of demarcation (Fig. 3). 


THE PRESENCE OF AND REACTION TO PARASITES 


The Bureau of Animal Industry has long recog- 
nized that hogs self-fed by pasturing on contami- 
nated areas, or fed in polluted lots, may show 
parasitic infestation, and has spent much en- 
ergy and time in efforts to prevent the loss which 
the packers have in handl'nz such animals. Dis- 
eased organs, as liver, panc eas, and kidney, are 
routin2ly removed from such carcasses and used 
for tankage only. In the inspection of these 8,- 
324 hogs, some showed the presence of a para- 
site, the Stephanurus dentatus, commonly known 
as the kidney worm of swine. These were found 
within the liver, the pancreas, in pancreatic 
ducts, and in blood vessels, but in greatest num- 
bers in the kidneys (Fig. 4), or the tissues im- 
mediately a-ound this paired organ. In some 
cases these were found within small inflammatory 
foci of about 6 millimeter size, and in other in- 


Fig. 4 
Parasitic inflammatory foci in kidney closely resembling 
fat necrosis. 
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Fig. 5 
Stephanurus dentatus, kidney worm of swine. 


stances in larger areas, as cysts, having thin, 
fibrous capsules surrounding central zones of 
necrosis that contained one to many of the para- 
sites. In a few instances a series of these would 
parallel the ureter from the kidney to the blad- 
der. While the adult worm measures up to 45 
millimeters in length and from 1 to 2 millimeters 
in diameter, larval forms of 10 to 15 millimeter 
length were found in some of the lesions 
(Fig. 5). 

The life cycle of this parasite is given’? 
as follows: 


“The infective larvae enter their host by being 
ingested or they actively penetrate through in- 
jured areas in the skin. * * * They reach the 
liver through the systemic circulation. They pen- 
etrate the hepatic tissue and finally work their 
way through the liver capsule into the peritoneal 
cavity, from wker2 they wander further until 
the larvae come in contact with the perirenal 
fat. In the course of their wandering they in- 
vade the lungs, sple2n, liver, pancreas, and other 
abdominal organs in which they frequently go 
astray * * *. In the uterus and pelvis of the 
kidneys the larvae attain fertile maturity and lay 
eggs which are voided with the urine.” 


Small lesions, those of 3 to 4 millimeter 


size, produced by the presence of these par- 
asites or their ova, were found to be easily 
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ture, were used in differentiation. The fact 
that parasites could be found in some, espe- 
cially those of larger size, as cysts, made 
these more easily recognized. In the case 
of smaller and questionable foci, the micro- 
scopic findings were used for final interpreta- 
tion. These uniformly revealed a thin, fibrous 
capsule surrounding a central area of necrosis, 
containing reactive cells, largely lymphocytes, 
with some eosinophils common, and the presence 
of either the parasite or many of the parasitic 
ova (Fig. 6). 


CONCLUSIONS 


(1) A study by gross and histopathology of 
selected foci from the carcasses of 8,324 peanut 
fattened hogs revealed a uniform softness of the 
meat and the presence of the kidney worm, 
Stephanurus dentatus, only three instances of 
perirenal fat necrosis, and two of pancreatic fat 
necrosis. 

(2) The presence of the Stephanurus dentatus 
in the pancreas or pancreatic duct was considered 
the cause of the pancreatic fat necrosis. 

(3) Under the conditions of fattening, mar- 
keting and slaughtering of hogs here met, fat 
necrosis is not produced by the feeding of the 
lipase-containing peanut. 


(4) The gross fat necrosis, reported by Hor- 
vath and Chang,! and by Horvath,? and soft 
pork are produced by the same food, untreated 
vegetable seeds, all rich in fat and containing 


confused, on gross inspection, with fat ne- 
crosis. As previously stated, the size, shape, 
color, consistency, and degree of mois- 


Fig. 6 
Inflammatory focus containing ova of the Stephanurus dentatus within 
exudate: X134. 
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lipase, and both conditions are apparently pre- 
vented by cooking such food elements. 


(5) Interpretations of fat necrosis not based 
on histologic studies to eliminate parasitic and 
other inflammatory foci are not dependable. 
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DISCUSSION (Abstract) 


Dr. A. J. Miller, Louisville, Ky—It seems to me 
that there is very little need to doubt the conclusion 
that Dr. Neal has drawn, namely, that in so far as the 
ingestion of lipase contained in peanuts and swine is 
concerned, fat necrosis does not occur. I would infer 
that he means to tell us that evidence for lesions pro- 
duced in other animals, including man, that might have 
been said to occur in the same way, can be discounted. 

I am wondering if there is any evidence that can be 
relied upon to indicate that such a substance as lipase 
could be localized in the tissues. Of course, it would 
have an affinity for fatty tissue, but is there any reason 
why it should be present in certain locations, in the fat 
in certain locations in the body, for instance, possibly 
in the peritoneal fat or in the fat of the mesentery? 
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If that is the case, this damage to the fat tissue should 
be more universal than that. 


There are still to be accounted for certain reported 
lesions in fat tissue. Among them are lesions reported to 
be necrosis in the subcutaneous fat, in the peritoneal 
fat, in the pericardial fat, and also in the fat of the 
mammary gland. So far as my own experience is con- 
cerned, I cannot say that I have ever encountered such 
a lesion which could not be explained on some other 
basis, and for that reason I have discounted entirely 
the lipase theory of their etiology. 

Such things as trauma, infection, or the injection of 
oils, as a vehicle for certain therapeutic agents have 
offered an explanation for all such lesions that I have 
encountered, except those that could be explained by 
an escape of secretion from the pancreas. 

I should like to raise the question, if Dr. Neal cares 
to mention it in his discussion, as to his reaction in re- 
gard to these peripheral lesions, subcutaneous in the 
mammary gland and other places in the body, which 
have been reported and attributed to be the result of 
localization of lipase from the intestinal tract. 


Dr. Harry C. Schmeisser, Memphis, Tenn —Dr. Neal’s 
contribution should be compared with the fat necrosis 
in human beinzs, and I shall try to do that as far as I 
am able. 


In human beings we deal with two forms of fat ne- 
crosis. The first is spoken of as pancreatic fat necrosis, 
and the second is spoken of as traumatic fat necrosis. 
Pancreatic fat necrosis is due to the liberation from 
the pancreatic channels of the ferment known as lipase. 
Some injury to the duct of the pancreas which is carry- 
ing the pancreatic secretion to the duodeium takes 
place and the lipase oozes out into the pancreas and 
causes necrosis and saponification of the neutral fat 
which is broken up into glycerin and fatty acids. The 
glycerin is absorbed, and the fatty acid is crystallized 
and appears as bundles of needle-shaped crystals in- 
stead of the droplets in the fat tissue which are beauti- 
fully shown in these sections. It is not easily soluble 
by alcohol, as the neutral fat is, and therefore it will 
be readily seen under the microscope. It produces in 
the gross the characteristic just visible, and larger, gray, 
opaque, chalky area. 


Now the other form of fat necrosis, known as trau- 
matic fat necrosis, occurs subcutaneously in children. 
It also occurs in the mammary gland, and is a saponifi- 
cation in the absence of lipase. It is a slowly progress- 
ing saponification of the neutral fat, again changing into 
glycerin which is readily absorbed, and the fatty acid 
which is crystallized out in fatty acid crystals. The 
change under the microscope and the gross is quite simi- 
lar to the first form. The second form results in an 
inflammatory reaction with large mononuclear phago- 
cytic cells taking up the debris, and it needs to be 
differentiated from tuberculo-is, syphilis, and some- 
times carcinoma. It is not with that form that Dr. 
Neal is dealing. He is dealing with the pancreatic fat 
necrosis type. 
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Of interest is the factor of some mechanical or other 
injury to the duct which drains the secretions from the 
pancreas. Years ago, Opie found a case in which there 
was a stone in the ampulla of Vater which permitted the 
bile to pass from the common bile duct into the pan- 
creatic duct which was supposed to be the irritant, which 
set the ferment free. Then Opie injected bile into the 
pancreatic duct of animals and got similar results. Flex- 
ner showed that gastric juice and many other irritating 
substances would do so, too. 


Now let us consider Dr. Neal’s studies. He started 
in 1930, and this is his fourth paper to my knowledge. 
He has been particularly interested in the etiologic 
agent of this pancreatic fat necrosis. 


In today’s paper, the question that comes up is 
whether the mechanical presence of the kidney worm, 
causing injury to the duct of the pancreas and allowing 
the pancreatic ferment to get out into the fat, is the 
cause, or whether it is the presence of the lipase given 
in a diet. He has come to the conclusion that it is the 
first, that it is the presence of the kidney worm that is 
setting free the lipase from the pancreatic juice, and that 
it is not lipase in the diet. 


It is of interest to note that lipase in pancreatic fat 
necrosis has been isolated in the fat necrosis far away 
from the pancreas, for example, the pericardial fat, the 
pleural fat and the renal fat and subcutaneous fat. 
Lipase has also been isolated from the blood in cases 
of pancreatic fat necrosis, and from the urine. So there 
is no question that the lipase liberated from the pan- 
creatic duct affects the fat locally, and it also gets into 
the circulation and causes fat necrosis at a distance. 


It would seem from the spontaneous cases in cattle 
which Dr. Neal described that we are dealing with the 
lipase which comes from the pancreatic secretion as a 
cause of pancreatic fat necrosis, and not due to lipase 
which is given in the diet in these animals. 


Dr. Neal (closing) —I think we can discount the idea 
that lipase in food is a cause of the fat necrosis. I 
cannot concede its occurrence, certainly not under the 
conditions under which this experiment was carried 
through. 


Relative to fat necrosis that is occasionally seen in 
the mammary gland or in the subcutaneous fat of the 
newborn, the opinion is held that lipase either in pure 
form or as it occurs naturally in foods and adminis- 
tered orally does not become localized or deposited in 
such tissues and thus cause the lesion. 

As to why lipase is localized in certain fat deposits 
as perirenal, peritesticular or pericardial in the com- 
monly called pancreatic type of fat necrosis, one can 
only surmise. At least three factors are involved. First, 
is the type of fat. This can be determined by certain 
tests, namely, the iodine number and the saponification 
number. The fat around the kidney of the young is 
different from the mesenteric fat of the young, and the 
fat about the adrenals of the young is greatly different 
from the fat around the kidney of the adult. Second, 
One must consider the hydrogen ion concentration in 
one part of the body as contrasted with another. Third, 
the chemical constituents of the tissue where the fat is 
located may play a part in supplying products having 
a role in localization or for the action in producing 
fat necrosis when localization takes place. 
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OBSERVATIONS ON THE EFFECTIVE- 
NESS OF A YEAST-PEANUT BUTTER 
MIXTURE IN VITAMIN B COMPLEX 
DEFICIENCIES* 


A PROGRESS REPORT 


By Tom D. Spres, M.D. 
H. M. Grant 
and 
J. M. Grant 
Birmingham, Alabama 


Since the advent of synthetic vitamins, many 
persons near death from dietary deficiency dis- 
eases have been restored to health by proper 
use of these chemical compounds. The admin- 
istration of. nicotinic acid to pellagrins confined 
to custodial hospitals for the insane may enable 
them to regain their normal mental state and to 
return to a satisfactory life in their homes. 
Thiamin has brought rest and freedom from 
pain to patients suffering from so severe a nutri- 
tional neuritis that they could not sleep, even 
after taking narcotics. Riboflavin ‘has relieved 
persons whose eyes hurt so badly that they could 
not read or endure a lighted room. These dra- 
matic therapeutic effects are tending to over- 
shadow the necessity of finding cheap and effec- 
tive methods of prevention. 


From the study of infants, children and adults 
with pellagra, beriberi, and riboflavin deficiency, 
in an endemic area, we have come to recognize 
that fretfulness and failure to grow in infants 
and children, and apprehension and general ill 
health in adults, may be early symptoms of defi- 
ciency diseases. Evaluation of our patients’ 
dietaries throughout the changing seasons of the 
year, and application of numerous therapeutic 
tests have shown us that such diseases often 
begin in infancy and childhood, waxing and 
waning with the seasons of the year,infections, 
activity, and changes in the quality of the diet, 
gradually progressing until the lesions typical of 
these deficiencies appear. Both early and ad- 
vanced symptoms of pellagra, vitamin Bi: defi- 
ciency, riboflavin deficiency, and vitamin %e 
deficiency, in the infant, child or adult, are great- 
ly relieved following the administration of syn- 


*Received for publication December 13, 1940. 
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thetic nicotinic acid, thiamin, riboflavin and pyri- 
doxine, respectively. Nevertheless, these syn- 
thetic substances, although at times life-saving, 
cannot replace all of the nutritional defects in 
the patients’ diets. For a number of years, we 
have been studying the therapeutic and prophy- 
lactic aspects of natural foodstuffs, keeping in 
mind that they are of little value to those who 
are poverty stricken unless they are inexpensive 
as well as palatable to the patient over a long 
period of time. 

Many investigators have observed the value of 
yeast and liver extract in the relief of symptoms 
due to a deficiency of the vitamin B complex. 
Since many of the patients took these substances 
while in the hospital under our supervision and 
improved a great deal, we were surprised to learn 
that they often refused to take them for long 
periods of time at home. It thus became desir- 
able to search for some widely distributed, easily 
stored, and generally well-liked food having the 
therapeutic properties of yeast or liver extract. 
We have tested a number of foods grown in the 
southern part of the United States and have 
found some to be satisfactory. The most prom- 
ising at the moment seems to be the peanut. It 
is efficacious in the gradual relief of mild defi- 
ciencies due to lack of the water-soluble vitamins 
and, in addition, furnishes a considerable amount 
of energy material and protein of good quality. 
The results per unit of weight, however, with 
the peanut alone (the smaller peanuts seem bet- 
ter than the larger ones) have not been so good 
as those with a high grade of dried brewers’ 
yeast. We then considered the desirability of 
fortifying peanut butter with synthetic vitamins 
or with yeast or liver extract. Knowing that 
water-soluble or fat-soluble vitamins could be 
blended with peanut butter and that this vehicle, 
according to a dietary analysis of our patients’ 
food habits, was acceptable and pleasing, we 
mixed it with yeast in varying amounts. Most 
of our patients liked the mixture compounded 
up to 25 per cent yeast, for the combination of 
yeast and peanut butter when blended properly 
masks the undesirable taste of the yeast. 


Dr. William deKleine, Director of the Medical 
Division of the American Red Cross, and repre- 
sentatives of Anheuser-Busch, Inc., independently 
from us, became interested in the possibilities 
offered by such a product. At a conference, Dr. 
deKleine and the representatives of Anheuser- 
Busch, Inc., stated that they had no facilities for 
clinical testing. | Anheuser-Busch, Inc., has 
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supplied us with a commercial peanut but- 
ter, blended either with “strain K,” a re- 
sidual brewers’ yeast powder, or “C-50,” a “spe- 
cial and more palatable brewers’ yeast.” Dr. 
deKleine has offered valuable suggestions at con- 
ferences from time to time. While the testing 
of the possible value of these mixtures as a 
supplement to the diets of malnourished persons 
in the early stages of dietary deficiency diseases 
will be in progress for a long time, certain data 
warrant publication at the present time. 


Twenty-five malnourished patients with mild 
pellagra, beriberi or riboflavin deficiency were 
selected and studied in the wards of the Hillman 
Hospital, Birmingham, Alabama. At the time of 
admission to the hospital, they were under- 
weight and had lesions diagnostic of one or more 
deficiency diseases. In spite of rest in bed and 
a proffered diet, their disease progressed. We 
therefore offered each patient peanut butter con- 
taining 15 per cent brewers’ yeast ad libitum 
b.i.d. The “strain K” yeast was alternated daily 
with the “strain C-50” yeast. By the end of the 
first week, it became evident that the patients 
would continue to eat the mixture even when 
the yeast content was increased to as much as 
25 per cent. At this level, it was found desirable 
to replace 8 per cent of the peanut butter with 
peanut oil in order to obtain a product of a bet- 
ter consistency. Crackers or bread were served 
with the mixture and it was given with the 
morning and evening meals. Each patient was 
allowed to eat ad libitum of the mixture, the 
values of which are as follows: 


TABLE I 
§ 
fis|Sie¢ 
3 
Peanut 
Butter _.67 19 31 11 399 .053 .302 1 
Peanut 
8 72 
Strain 
38 1 7 89 1250 1.9-2.5 
Yeast* 
Total _.100 32 40 18 S60 .053 .302 1 1250 1.9.2.5 


*The values for “‘strain K’” yeast are essentially the same as 
those for ‘‘strain C-50’’ yeast. 
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Twenty-three of the twenty-five patients ate 
the yeast-peanut butter mixture twice a day, but 
two patients refused to eat it. (These two were 
treated with synthetic vitamins which relieved 
their symptoms.) Two of the remaining twenty- 
three complained at times of a bitter taste of the 
“strain K” mixture, but in no instance was there 
unfavorable comment when the “C-50” yeast 
was used. None of the patients noticed the in- 
crease from 15 to 25 per cent yeast. The ma- 
jority of these patients were observed for two 
months, and they consumed an average of from 
60 to 75 grams of the mixture per day. A few 
men ate as much as 160 grams a day. In most 
instances, the appetite improved, the patients 
gained weight and felt stronger, and the sympto- 
matic lesions began to heal slowly. Our previous 
studies would indicate that without this supple- 
ment, most of these patients would have become 
worse gradually since, in many instances, the diet 
offered was not eaten. 

It would be misleading to compare the gradual 
improvement induced by the yeast-peanut butter 
compound in mild cases of vitamin B deficiency 
with the spectacular clinical remission and even 
life-saving effect which frequently follow the 
administration of large doses of nicotinic acid for 
pellagra, riboflavin for riboflavin deficiency, and 
thiamin for thiamin deficiency. It is equally 
fallacious to consider that these three vitamins 
can compensate for all the deficiencies of many 
American diets. 

It is estimated that 50 per cent of the Ameri- 
can people fail to have optimum health and max- 
imum vigor because of a low intake of the vita- 
min B components. The mixture investigated is 
a very rich natural source of the water-soluble 
vitamins and offers one method of increasing the 
total vitamin consumption of the relatively large 
number of people who like peanut butter. Per 
unit weight, this compound contains as much 
carbohydrate as potatoes, more protein than 
steak, and one-half as much fat as butter; con- 
sequently, it contributes significantly to the pro- 
tein and energy value of the diet. Obviously, 
such a supplement cannot correct all the defects 
in the dietaries of these persons; yet, it is a step 
toward increasing the intake of essential vita- 
mins. 

We find that a mixture containing 25 per cent 
dried brewers’ yeast powder, 67 per cent peanut 
butter, and 8 per cent peanut oil, is an inex- 
pensive, palatable food mixture that tends to pre- 
vent pellagra, beriberi, and riboflavin deficiency. 
Two ounces or more of this mixture a day, used as 
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a supplement to the diet, gradually improves 
the health of the person with subclinical symp- 
toms of deficiency diseases due to suboptimal in- 
take of the vitamin B complex and retards or 
prevents recurrences of these diseases in the 
average malnourished person living in an area 
in which deficiency diseases are endemic. 


SUMMARY 


Twenty-three patients with mild deficiency 
diseases improved following the daily ingestion 
of a yeast-peanut butter mixture. (Our previous 
studies would indicate that most of these patients 
would gradually have become worse without 
this supplement since they were refusing to eat 
the diet offered.) Although the yeast and the 
peanut both contain nicotinic acid, riboflavin, 
and thiamin, the total effect of this supplement 
is not due to these vitamins alone, since per unit 
of weight this compound contains as much carbo- 
hydrate as potatoes, more protein than steak, and 
one-half as much fat as butter. 


HYPOPROTHROMBINEMIA AND VITA- 
MIN K IN NUTRITIONAL 
DEFICIENCY STATES* 


By E. D. Warner, M.D. 
Iowa City, Iowa 


Tom D. Spies, M.D. 
Cincinnati, Ohio 
and 
C. A. OwEn, B.A. 
Iowa City, Iowa 


Vitamin K deficiency does not develop readily 
in mammals even though the vitamin is elimi- 
nated from the diet. In prolonged experiments 
with rats, however, dietary restriction does re- 
sult in a severe deficiency in an occasional ani- 
mal, as first shown by Greaves’. It has been 
shown also! 2 in such experiments that vi- 
tamin K reserves can be depleted even though an 
actual deficiency state does not become manifest 
in most of the animals. A _ recent report® 
cites 4 human cases of nutritional deficiency in 
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which moderate prolongation of Quick’s pro- 
thrombin time was corrected by administration 
of vitamin K. Observations of this type sug- 
gest that a moderate deficiency of this vitamin 
might be encountered frequently in human nu- 
tritional deficiency states. 


Method.—We have recently studied the plasma 
prothrombin level in 48 patients seen in the nu- 
trition clinic of the Hillman Hospital, Birming- 
ham, Alabama. These patients had clinical evi- 
dence of a deficiency of one or more of the fac- 
tors of the vitamin B complex. This group was 
compared with a series of 37 patients from the 
medical service of the University of Iowa which 
had essentially the same age distribution of 20 
to 71 years. The most common diseases in the 
Iowa study were diabetes mellitus and chronic 
arthritis. Other diseases included goiter, nephri- 
tis, peptic ulcer, Raynaud’s disease, Hodgkin’s 
disease and asthma. None of the patients 
selected was acutely or critically ill, and the 
cases in which there was clinical suggestion of 
disease of the biliary tract or of the liver were ex- 
cluded from the series. The prothrombin deter- 
minations were made by the method of Warner, 
Brinkhous and Smith.4° Parallel determina- 
tions were made in a number of cases by the 
method of Quick® and by the “bedside’’ method 
of Ziffren, Owen, Hoffman and Smith.” 


Observations——In the 48 cases showing evi- 
dence of nutritional deficiency all but six patients 
had prothrombin values above 80 per cent of 
normal and only one patient had a value below 
60 per cent. Actually the incidence of definite 
hypoprothrombinemia is slightly greater in the 
series in which nutritional deficiency was not 
present. In this latter series, 10 of the 37 pa- 
tients had values below 80 per cent. None was 
below 60 per cent, however. 

Synthetic vitamin K (2-methyl-1, 4-napthoqui- 
none, dissolved in corn oil)* was given orally in 
amounts of 6 milligrams per day to 5 of the 
6 patients with hypoprothrombinemia in the nu- 
tritional deficiency group, and to 8 of the 10 
patients in the other series. The minimum period 
of treatment was 4 days. Bile salts were given 
with the vitamin in all cases to insure complete 
absorption. Two of the patients in the deficiency 

_ series showed a prothrombin response to the vi- 
tamin. One of these cases, a 78-year-old white 


*The 2-methyl-1, 4-napthoquinone was prepared at the State 

bey cand of Iowa under the direction of Dr. G. H. Coleman, of 

the Department of Organic Chemistry. Meg a4 was furnished 
later through the courtesy of E. R. Squibb & Sons. 
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man, gave a history of recurring attacks of active 
pellagra for many years. This patient had a 
prothrombin value only 33 per cent of normal 
and there was gross blood in the stools. Barium 
X-rays gave no evidence of gross gastro-intestinal 
lesions. Under vitamin K therapy, the prothrom- 
bin rose to 69 per cent in 5 days and the bleed- 
ing ceased. The second patient had an initial 
value of 69 per cent of normal which rose to 96 
per cent after 3 days of the vitamin therapy. 
The remaining 3 patients in this series, and the 
8 patients in the other group, failed to show any 
response to vitamin K. 


DISCUSSION 


Both patients in which a vitamin K deficiency 
was demonstrated by the response to specific 
therapy gave a history of prolonged and severe 
diarrhea. It has been shown that faulty absorp- 
tion from the intestine in various types of in- 
testinal diseases* ® may at times result in a vita- 
min K deficiency. Thus it seems likely that in 
these 2 patients the severe diarrhea rather than 
deficient diet per se was responsible for the vita- 
min K deficiency. 

The frequency with which moderate hypopro- 
thrombinemia (65 to 85 per cent of normal) was 
found in both series is of considerable theoretical 
interest. That it is not the result of vitamin K 
deficiency in most of the cases is shown by the 
fact that the administration of large amounts of 
the vitamin did not influence the prothrombin 
level. Just why many patients should have a 
subnormal plasma prothrombin level is not im- 
mediately apparent. One might hypothesize sub- 
normal prothrombin production as a result of 
general debility. The suggestively higher inci- 
dence of moderate hypoprothrombinemia in the 
Iowa City series would be in accord with this 
hypothesis. Chronic debilitating diseases were 
more prevalent in this group than in the group 
seeking medical attention primarily because of 
nutritional deficiency. Better understanding of 
the formation and utilization of prothrombin in 
the future will perhaps make possible the eluci- 
dation of this interesting problem. 


SUMMARY 


Study of the prothrombin level in patients 
having pellagra and associated nutritional de- 
ficiency states indicates that a vitamin K defi- 
ciency is not common in cases of this type. Com- 
plicating factors, as prolonged diarrhea, do at 
times, however, result in a serious deficiency of 
this vitamin. Many chronically debilitated pa- 
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tients have a moderate hypoprothrombinemia 
which apparently is due to causes other than vita- 
min K deficiency. 
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“POT LIQUOR”: A NEGLECTED SOURCE 
OF VITAMIN C FOR THE FEED- 
ING OF INFANTS* 


By Marcaret L. Ketter, A.B. 
and 


A. S. Minor, Px.D. 
Nashville, Tennessee 


The use of “pot liquor,” the water in which 
vegetables and fat meat have been boiled, as a 
supplemental food for babies is a time-honored 
practice in nonscientific infant feeding in the 
South. As more and more babies have come to 
be fed under clinical supervision the older cus- 
toms have been discarded with the adoption of a 
more conventional infant dietary of boiled milk 
formulae supplemented with cod liver oil and 
either tomato or orange juice as sources of addi- 
tional vitamins. There can be no argument as to 
the fact that careful adherence to the more scien- 
tific plan of feeding has enormous advantages in 
both safety and nutritional adequacy over the 
older hit or miss system of infant feeding. All 
too often, however, the older customs have been 
discarded while for economic reasons or through 
ignorance, carelessness, or prejudice, the pre- 
scribed diet is only partially adopted. As a re- 
sult, many infants receive a milk formula without 
supplements and suffer from a lack of certain 
vitamins. In our recent survey of the state of 
nutrition with respect to vitamin C it was found 
that a considerable percentage of the younger 
children of our clinic group gave evidence of a 
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moderate or serious lack of this vitamin as indi- 
cated by reduced levels of ascorbic acid in the 
blood serum. As was to be expected, the finding 
of the lower levels of ascorbic acid usually oc- 
curred in children deprived of fruit and vegetable 
supplements and given a diet consisting of a milk 
formula, or such a formula and cereal. Our ad- 
vice to supplement such a diet with orange or 
tomato juice often met the economic impasse 
that the family budget would not allow such ad- 
ditions. It seemed desirable, therefore, to in- 
vestigate possible cheaper sources of vitamin C 
suitable for infant feeding which could be sug- 
gested when the more conventional sources were 
out of economic reach. A hint as to such a 
possible source came from further study of the 
results of our earlier survey. A considerable 
number of infants with entirely satisfactory se- 
rum levels of ascorbic acid were found to have 
received no orange or tomato juice, but to have 
been given daily supplemental feedings of “pot 
liquor.” We decided, therefore, to determine 
quantitatively the value of such a supplement 
in terms of its ascorbic acid content. 

Only “pot liquor” derived from vegetables 
rich in vitamin C could be expected to contain 
significant amounts of ascorbic acid. Turnip 
greens, cabbage, and green beans are the most 
commonly used cheap vegetables in this locality. 
Of these three, turnip greens and cabbage are 
relatively rich in vitamin C, while beans contain 
very little. Experiments were therefore carried 
out in which the ascorbic acid content was de- 
termined (a) in fresh uncooked turnip greens and 
cabbage, (b) in these vegetables after cooking in 
the usual local manner with salt fat meat for 
two hours, and (c) in the “pot liquor” poured off 
the vegetables. Enough water was used in the 
cooking process just to cover the wilted greens. 

Ascorbic acid was extracted from the vegetables 
with metaphosphoric acid according to the 
method of Bessey? and titrated with a solution 
of 2, 6-dichlorophenolindophenol of appropriate 
strength as described in our earlier paper.1 A 
filtered aliquot of the solution obtained when 
the “pot liquor” was treated with an equal vol- 
ume of a 10 per cent solution of metaphosphoric 
acid was similarly titrated. Only the reduced 
form of ascorbic acid was measured. Chemical 
evidence that the reducing substance measured 
by this titration was ascorbic acid was derived 
from the fact that it could be completely de- 
stroyed by the same reagents and under the same 
conditions which lead to an oxidation of pure 
reduced ascorbic acid. 
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Uncooked turnip greens were found to vary 
considerably in their content of ascorbic acid. 
The amount present probably depends on several 
factors, including the length of time the vegeta- 
ble has been picked, the rate and luxuriance of 
growth, and so on. As purchased in our local 
markets, ten samples of uncooked greens were 
found to have ascorbic acid contents ranging 
from 75 to 160 mg. per 100 grams, with an 
average of 115 mg. After cooking as described 
above and pouring off the free “pot liquor,” the 
same ten samples of cooked greens contained from 
14 to 32 mg. per 100 grams with an average of 
22 mg. The “pot liquor” from these greens con- 
tained from 0.14 to 0.32 mg. per c.c. with an aver- 
age of 0.23 mg. Similar studies with cabbage 
showed that the fresh uncooked vegetable con- 
tains about 40 to 60 mg. of ascorbic acid per 100 
grams, cooked cabbage about 10 mg. per 100 
grams, and “pot liquor” from cabbage about 
0.11 mg. per c.c. A few typical results of our 
larger series are collected in Table 1. A study 
of our results shows that about half of the origi- 
nal ascorbic acid content of these two vegetables 
is destroyed by the usual method of cooking. In 
spite of this, the liquor obtained from turnip 
greens has a concentration of ascorbic acid equiv- 
alent to that present in tomato juice and about 
one-half as great as that of fresh orange juice. 
About four ounces of such “pot liquor” would 
meet the generally accepted daily requirement 
of an infant for 25 to 35 mg. of ascorbic acid. 
“Pot liquor” from cabbage, while less rich in 
vitamin C, still contains enough to make it a 
valuable supplement when richer sources are not 
available. 


As a further proof that these sources of vita- 
min C were as valuable as our figures would in- 
dicate, we carried out a few biological experi- 
ments. Human subjects were chosen in whom 
the level of ascorbic acid in the blood serum 
had been reduced by a diet deficient in vitamin 
C. “Pot liquor” was then added as the only 
supplement to the same diet. On this regime 


Table 1 
MG. ASCORBIC ACID PER 100 GRAMS 
Raw Greens Cooked Greens “Pot Liquor’ 
25 25 
19 19 
15 16 
27 27 
28 28 
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the ascorbic acid content of the blood serum 
rose at approximately the same rate as when 
pure ascorbic acid was administered in amounts 
equivalent to that calculated to be present in the 
liquid consumed. 

Before recommending the use of “pot liquor” 
with too much confidence, however, it seemed 
desirable to try cooking the vegetables under a 
variety of conditions such as might be used in 
different homes. In the experiments above the 
vegetables were cooked in pyrex glass beakers. 
It is well-known that even traces of copper cata- 
lyze the destruction of ascorbic acid. Our next 
step, therefore, was to carry out the same method 
of cooking in a variety of inexpensive tin, alumi- 
num, and enameled dishes. Essentially the same 
results were obtained with any type of dish likely 
to be in ordinary use. Naturally brass or copper 
dishes must be avoided. In other experiments 
the duration of cooking was varied, and in still 
other instances the meat was omitted and the 
vegetables cooked in water or in salt and water. 
The duration of the cooking process was the only 
variable found to make any significant difference 
in the amount of ascorbic acid destroyed. Ex- 
cessively long cooking for periods of six to eight 
hours resulted in a considerably greater loss than 
did the two-hour period adopted for most of our 
experiments. Cooking periods of less than two 
hours left a greater portion of the ascorbic acid 
in the cooked greens without a corresponding 
increase in the “pot liquor.” If it is advisable 
to avoid pork fat a liquor equally rich in vitamin 
C can be obtained by cooking greens or cabbage 
in plain or slightly salted water. “Pot liquor” 
should be used on the same day that it is pre- 
pared, as the vitamin content gradually de- 
creases. 


It appears from these studies that the old cus- 
tom of feeding “‘pot liquor” to babies was after 
all of value in that it furnished fairly adequate 
amounts of vitamin C. While we now know how 
to meet the requirements for this vitamin with 
more desirable food supplements, we would do 
well to advise the retention of the old custom in 
instances in which the more conventional sources 
of vitamin C are unavailable. 
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ARIBOFLAVINOSIS, WITH SPECIAL REF- 
ERENCE TO THE OCULAR 
MANIFESTATIONS* 


By V. P. SypENsTRICKER, M.D. 
A. R. Ketty, M.D. 


and 


J. W. Weaver, M.D. 
Augusta, Georgia 


It seems quite probable that knowledge of the 
clinical picture of riboflavin deficiency remains 
incomplete. At present there is evidence that 
characteristic lesions of the mucocutaneous junc- 
tions, glossitis, localized seborrheic dermatitis of 
the face and certain functional and organic dis- 
orders of the eyes are due to lack of the vitamin. 
Extensive dermatoses and serious systemic dis- 
turbances possibly may be results of severe pro- 
longed deficiency. The dietary origin of many 
of these phenomena has been recognized for a 
number of years; they form an important part 
of the syndrome of classical.pellagra. Occurring 
in the absence of pellagrous dermatitis, they 
have been called “pellagra fruste”! or “pel- 
lagra sine pellagra”. Sebrell and Butler,? * us- 
ing experimental methods, first separated the 
signs of riboflavin deficiency from those due to 
lack of nicotinic acid and proposed the term 
“ariboflavinosis” for the syndrome. Like beri- 
beri and pellagra, ariboflavinosis should be 
thought of as a complex metabolic disturbance 
resulting from prolonged partial deprivation of 
the B complex of vitamins, but with preponder- 
ant lack of riboflavin. . 

Riboflavin, nicotinic acid and thiamin are the 
reactive components of several coenzymes neces- 
sary for the fractional dehydrogenating process 
which results in the utilization of energy from 
carbohydrate. Riboflavin, in addition to its 
functions in carbohydrate metabolism, is neces- 
sary to intracellular respiratory processes and, 
like other vitamins, is supposed to be present 
in every living cell. The maintenance of nor- 
mal biochemical reactions depends on the pres- 
ence of a supply of all three vitamins adequate 
to meet the demand imposed by the available 
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supply of carbohydrate. Absence or marked 
scarcity of any one of the group probably may 
cause the breakdown of the whole process. 

The factors contributing to the development 
of spontaneous or endemic riboflavin deficiency 
theoretically are more numerous than those active 
in other B group avitaminoses. The vitamin is 
not abundant in many foods, it is not stable in 
alkaline media and it is rapidly changed to an 
inactive phase by the action of light. Though 
present as a complication of nicotinic acid de- 
ficiency in almost every case of endemic pella- 
gra, ariboflavinosis is frequently seen as an ap- 
parently solitary avitaminosis due to poor diet- 
ary selection when an entirely adequate diet is 
available. In other instances ample amounts of 
foods rich in the vitamin may be eaten, but gas- 
tric achlorhydria may prevent the extraction of 
riboflavin from the food or permit its destruc- 
tion in a medium of low hydrogen ion concen- 
tration. The phosphorylation of riboflavin 
which is essential to its function probably oc- 
curs in the small intestine and the compound is 
stored in the liver. Any condition which inter- 
feres with either of these processes may produce 
deficiency. The effect of light in producing 
local effects of riboflavin deficiency in the eye 
has not been adequately studied, but there is 
reason to suspect that prolonged exposure to 
bright light may cause destruction of riboflavin 
in the cornea with the production of ocular 
symptoms and signs in the absence of lesions of 
other structures.* A factor which may be im- 
portant but which often is difficult, if not im- 
possible to recognize, is gross imbalance of vita- 
min intake. Under experimental conditions the 
ingestion of large amounts of nicotinic acid by 
patients on a deficient diet seems to increase 
the requirement for riboflavin and precipitate 
the signs of ariboflavinosis. This phenomenon 
probably explains the high incidence of “re- 
lapse” of pellagra treated with nicotinic acid 
without improvement of the diet.5*®* It is 
likely that many instances of riboflavin defi- 
ciency seen in patients whose diet is seemingly 
adequate may have a similar origin. 

Many symptoms of which patients with aribo- 
flavinosis complain are common to all avita- 
minoses and probably are the result of multiple 
deficiencies. Weakness, languor, rapid fatigue, 
anorexia, gastric discomfort and insomnia are 
such nonspecific complaints. Soreness of the 
lips and tongue, dysphagia due to painful fis- 
sures of the commissures of the lips and to ten- 
derness of the tongue are characteristic. Pruri- 
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tus of the vulva or scrotum may be troublesome. 
Ocular symptoms have preceded all others with 
more than half of our patients and have oc- 
curred at some time in more than 90 per cent 
of them. Burning and itching of the eyes, pho- 
tophobia, lacrimation, rapid visual fatigue, 
blurred vision, poor distant vision and inability 
to see distinctly in dim light are common “spe- 
cific” complaints. In the absence of gross re- 
fractive errors or persisting after correction of 
such defects they are strongly suggestive of 
riboflavin deficiency. 

The physical signs of ariboflavinosis are dis- 
tinctive. In the experiments of Sebrell and 
Butler? * the first lesion was pallor and macera- 
tion of the commissures of the lips with the 
formation of fissures extending outward from the 
angles of the mouth. Later the lips became ab- 
normally red along the line of closure, appar- 
ently from denudation of the mucosa. In addi- 
tion to cheilosis there was a fine scaly, slightly 
greasy desquamation on a faintly erythematous 
base in the nasolabial folds, on the alae nasi 
and on the ears. Subsequent observations’ § ® 1° 
have shown that redness may extend to the 
buccal mucosa with the production of mild stom- 
atitis. Quite regularly a specific sort of glossitis 
can be recognized.® 1 The color of the tongue 
is purplish-red or magenta rather than the scar- 
let of nicotinic acid deficiency and the papillae 
become flattened or mushroom-shaped so that 
the texture is coarsely granular; fissures are fre- 
quent. Fissures may occur at the commissures 
of the eyelids and on either side of the nasal 
septum. The secretion of the sebaceous glands 
of the face may become altered so that inspis- 
sated, almost hairlike comedones develop over 
the forehead, malar eminences, alae nasi or the 
circumoral region. This constitutes the ‘shark 
skin” eruption which has often been emphasized 
in descriptions of pellagra. Seborrhea may in- 
volve the scalp and in rare instances the entire 
body. Less frequently there is dry itching der- 
matitis of the scrotum or vulva. 

Mydriasis and disturbances of accommodation 
are common in patients with ariboflavinosis, and 
along with these there is apt to be congestion 
of the scleral vessels.’ ® 1° 14. Not infrequently 
examination with an ophthalmoscope or hand lens 
will show circumcorneal injection not visible to 
the unaided eye. Inspection with a slit lamp is 
necessary, however, for recognition of the char- 
acteristic vascularization of the cornea, which 
often is the first and may be the only sign of 
riboflavin deficiency. The earliest microscopic 
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change is a marked increase in the number and 
size of the vessels composing the limbic plexus. 
The normal avascular zone between the plexus 
and the sclerocorneal junction is overrun by 
minute vessels from which spring capillary loops 
which outline the scleral digitations. (The lim- 
bic plexus varies much in its distribution and 
is much more prominent in young persons than 
in the elderly, but we have not observed an in- 
stance in which an arcade of capillaries framing 
the scleral projections has not been proven to 
be abnormal.) Under experimental conditions 
within a few days, often only two, empty capil- 
laries can be seen arising from the apices of 
the loops outlining the scleral projections. These 
capillary sprouts lie immediately beneath the 
corneal epithelium and extend centripetally. In 
two or three days more they form complete loops 
through which red cells circulate irregularly and 
in clumps. The efferent limbs of such loops 
are often difficult to see. Such vessels grow 
rapidly and anastomose with adjacent capillaries 
to form a secondary arcade of loops lying within 
the cornea. From this more sprouts develop and 
grow centripetally with many anastomoses until 
an extensive superficial plexus is formed which 
may cover the peripheral two-thirds of the cornea. 
Later and usually after several recurrences of 
ariboflavinosis, vessels may invade the substantia 
propria at all levels and eventually produce a 
scanty posterior plexus lying just proximal to 
Descemet’s membrane. It is characteristic of di- 
etary keratitis that vascularization is predomi- 
nantly superficial. Even in long-standing cases 
with many large vessels in the subepithelial zone 
and substantia propria the posterior vessels are 
small and relatively few. 

Early in some instances, but usually only after 
prolonged deficiency, diffuse nebulae develop at 
various levels in the substantia propria. The 
size and distribution of nebulae have been quite 
irregular in cases which the authors have ob- 
served and have had little relation to con- 
current oral signs of ariboflavinosis. Experi- 
mental observations indicate that such opacities 
are due to an accumulation of leukocytes. It 
is likely that such diffuse opacities depend on 
the grade of vascularization of the cornea which 
develops in a given instance. Superficial punc- 


tate opacities are common in patients with mod- 
erately severe keratitis and may be the result of 
changes in the epithelium. Posterior deposits 
have not been seen. Nebulae and anterior punc- 
tate opacities may be important in the causa- 
tion of the dimness of vision complained of by 
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a number of patients. Extensive corneal scars, 
undoubtedly the result of corneal ulcers, have 
been seen in five patients. 


The relation of nutritional keratitis to other 
types is a matter which must be decided by oph- 
thalmologists. Recently Johnson and Eckardt* 
have reported on the response of rosacea kera- 
titis to riboflavin therapy. There is no doubt 
that the condition they denominate rosacea 
keratitis is the corneal vascularization of ribo- 
flavin deficiency. Syphilitic keratitis differs 
from the condition we have described in that 
vascularization is apt to be predominantly pos- 
terior with great numbers of vessels just ante- 
rior to Descemet’s membrane, very many in the 
substantia propria and relatively few in the su- 
perficial zone. The development of nebulae and 
of posterior and anterior opacities is also much 
more frequent. Nevertheless, we have observed 
five cases of syphilitic keratitis in which treat- 
ment with riboflavin was accompanied by rapid 
improvement during periods when antisyphilitic 
drugs were withheld. These patients had re- 
ceived intensive specific therapy without sig- 
nificant improvement of the ocular condition. 
It is possible that syphilis may produce keratitis 
only when the oxygen supply of the cornea is 
impaired by riboflavin deficiency. It is also 
possible that the presence of treponemata may 
interfere with normal corneal respiration and 
that additional supplies of riboflavin relieve lo- 
cal anoxia. 


Changes in the appearance of the iris. have 
been observed in about one-third of our patients 
with signs of ariboflavinosis. Five had frank 
iritis which healed in each instance during treat- 
ment with riboflavin. The others had a condi- 
tion best described as hyperpigmentation of the 
iris. In gray- or blue-eyed individuals this took 
the form of brown or yellowish-brown accumu- 
lations of pigment-bearing cells not to be differ- 
entiated at present from “hazel spots.” In 
brown-eyed persons the architecture of the iris 
was obscured by shaggy accumulations of the 
melanophores. Neither condition was recognized 
as abnormal until marked dispersion of the pig- 
ment or pigment-bearing cells was seen to fol- 
low the administration of riboflavin. | Much 


further study will be necessary to evaluate the 
significance of these observations. 

The amount of riboflavin required for satis- 
factory improvement in any instance is condi- 
tioned by the adequacy of the diet and by the 
ability of the patient to extract and utilize ribo- 
Under experi- 


flavin from natural sources. 
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mental conditions with a diet extremely poor 
in all vitamins but adequately supplemented 
with all but riboflavin, 5 milligrams daily by 
mouth has been the average amount required 
for rapid cure. In the presence of gastric achlor- 
hydria, diarrhea or severe hepatic disease, 10 
or 15 milligrams daily may be required. In 
cases of severe polyavitaminosis with vomiting 
and diarrhea, 10 or 15 milligrams of sodium 
riboflavin given intravenously may be required. 
Under uncontrolled conditions with a tolerably 
adequate diet, 3 milligrams daily are adequate for 
the cure and maintenance of the great majority 
of patients. A few patients require much larger 
amounts; gastric achlorhydria and constant ex- 
posure of the eyes to bright light have seemed 
important conditioning factors in this group. 
The presence of subclinical hepatic disease may 
have much effect on individual requirement. 


Following the administration of riboflavin* 
we have observed rapid symptomatic improve- 
ment in our group of some 120 patients. Photo- 
phobia may be relieved after 72 hours of treat- 
ment; dim distant vision and twilight blindness 
may be cured in the same time. Mydriasis and 
accommodation defect disappear concurrently. 
Dysphagia, gastric discomfort and general ma- 
laise have seldom persisted after the third day 
of treatment. Glossitis is the first anatomical 
lesion to show changes; in a great majority of 
instances the tongue is restored to normal color 
and texture by the third day. Corneal vessels 
respond almost as rapidly. On the third or 
fourth day of treatment there is obvious empty- 
ing of the smaller capillary channels and inter- 
ruption of the flow of blood in the larger ones. 
In very early cases all invading capillaries may 
be empty by this time. In patients with severe 
keratitis maximum improvement occurs during 
the second week of treatment; by then all capil- 
laries are empty. Large vessels are not ob- 
literated after as long as a year, though they 
are much diminished in size. Empty vessels of 
capillary caliber may remain visible as long as a 
year after adequate treatment has been insti- 
tuted. The shortest time we have noted for the 
complete disappearance of subepithelial capilla- 
ries has been 10 months. 


*Pure synthetic riboflavin used in our study was supplied by 
the Winthrop Chemical Company, E. R. Squibb & Sons and Merck 
& Co.; solution of riboflavin in propylene glyco] for intramus- 
cular injection was supplied by the Winthrop Chemical Com- 
pany; sodium riboflavin. for intravenous injection was furnished 
by Merck & Co. 
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COMMENT AND CONCLUSIONS 


Conjunctivitis and visual disturbances occur- 
ring in conjunction with lesions of the lips and 
skin now known to be signs of riboflavin de- 
ficiency have been described for about a hundred 
years!® 14 15 16 and ocular lesions produced by 
vitamin deficiency in animals have been recog- 
nized ever since Goldberger separated the heat- 
stable pellagra preventive fraction of yeast from 
the thermolabile antineuritic portion. Time does 
not permit a review of the fundamental investi- 
gations which identified riboflavin as the vita- 
min concerned with prevention of lesions of the 
cornea and lens in rats and other experimental 
animals. Bessey and Wolbach?° first used the 
slit lamp to inspect the eyes of rats deprived 
of riboflavin and noted that corneal vasculariza- 
tion was the first and most constant sign of 
disease. Their observations were confirmed by 
the almost simultaneous report of Eckardt and 
Johnson.*4 Spies, Bean and Ashe® and Spies, 
Vilter and Ashe’ observed photophobia and 
poor visual acuity in a large number of their 
patients with polyavitaminosis, many of whom 
showed mydriasis and conjunctivitis. These 
authors suspected that vitamin A deficiency was 
the etiologic factor in such ocular disturbances, 
but noted that the administration of riboflavin 
produced improvement in a large number. Pock- 
Steen!” was one of the first to describe the 
symptoms and gross ocular signs of riboflavin de- 
ficiency in detail. He reported cure of a great 
majority of his patients with minimal doses of 
riboflavin administered parenterally. Kruse? 
and his associates were able to correlate the 
observations of other investigators and to apply 
the slit lamp to the study of human ariboflav- 
inosis. At the present time it seems that super- 
ficial vascular keratitis is the earliest and most 
common visible manifestation of riboflavin de- 
ficiency as well as a rather reliable index of 
early deficiency of the B group of vitamins. 
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DISCUSSION (Abstract) 


Dr. W. B. Bean, Cincinnati, Ohio—It is always stim- 
ulating to listen to a paper which has such clear-cut 
observations as have been recorded by Dr. Sydenstricker. 
My comments will be chiefly questions on the few dif- 
ferences that we find from what he has shown in his 
work in Georgia. 

I suppose men working in deficiency diseases in 


different parts of the country all must realize now that 


apparently there are quite distinctive local differences 
in different regions. Why that should be I am not 
prepared to state, but it certainly is true that in Cin- 
cinnati and Birmingham and Cleveland the patterns of 
deficiency disease are different; that is, in one place one 
type of lesion is more prominent, and in another place 
another type of lesion. What the factors are I do not 
know. It may be that food in different areas is dif- 
ferent in its vitamin and mineral content, but I think 
there was a time when workers in different parts of 
the country felt that all other observers in nutrition 
were either careless or were not telling the truth, because 
what they found in each place in deficiency disease did 
not agree. 

I should like to ask if Dr. Sydenstricker has any idea 
why in riboflavin deficiency there is a much longer lag 
in the response to treatment than one sees in treatment 
with any other of the known factors, particularly when 
given parenterally. Nicotinic acid usually brings out 
the manifestations of change in a period of six hours, 
twelve hours, and at the most twenty-four hours; at 
least one can notice some change. The response to 
thiamin is usually within a few hours in cases that do 
respond to it, and in the few cases that respond to 
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vitamin Bg the change is almost instantaneous. By 
analogy one would suppose that the response to ribofla- 
vin would be prompt. I should like to ask if there is 
any explanation for its delay. 


I also should like to ask if he has any explanation 
for the physiochemical change that produces the curious 
color of the tongue. 


I should like to ask him if he has done any work 
on culturing the lesions at the angles of the mouth with 
regard to some of the curious changes, for instance, 
cases that show one side healing while the other side 
is getting worse, which occasionally occurs in lesions 
of this type. 

Dr. Spies has found in many cases pure cultures of 
either hemolytic Staphylococcus aureus or hemolytic 
streptococcus in these lesions, and these organisms dis- 
appear after riboflavin is given and the lesion heals. 
What that relationship is I am not sure, but presumably 
it is just a complicating secondary factor. 


Dr. Herbert S. Alden, Atlanta, Ga.—lIt is little short of 
sacrilege for a dermatologist to invade an internist’s 
meeting, but ever since I first read Dr. Sebrell’s article 
and heard Dr. Sydenstricker talk of these things, I have 
been interested in them from a dermatologic standpoint. 
Of course, we see much seborrheic dermatitis. We 
dermatologists often observe eruptions in the skin 
which Dr. Sydenstricker has shown you on the screen. 
The dermatologist has, for years, recognized two types 
of seborrheic dematitis; one, the dry, itchy, scaly type 
with erythema around the edges of the scalp, quite 
frequently in the ears, and in the nasolabial fold an 
eruption which is often associated with blepharitis and 
sometimes keratitis. This type of seborrhea also oc- 
curs on the neck and chest and back. It itches, it is dry 
and scaly and occurs generally in well-nourished, healthy 
individuals. There is another type of seborrheic derma- 
titis which closely approximates the pictures shown by 
Dr. Sydenstricker, that I should like to designate as the 
“wet-type” in which the patient presents edema around 
the eyes, an oozing eruption in the nasolabial fold, a 
nasitis, if I may use such a term, in the mucocutaneous 
junction of the nose, and crusting. Often it appears 
under the arms, under the breasts (particularly in pendu- 
lous breasts) and in the vulvovaginal region, in the groin, 
and around the anus. This “wet-type” which has been 
called “seborrheic dermatitis” and which is obviously 
different from the first type, usually does not itch, and 
more often occurs in persons who are ill or ill-looking. 


Until Dr. Sydenstricker described this clinical picture 
as a possible avitaminosis, these patients, to us, were 
unknown entities. About four years ago, Drs. Clay 
and Baird (ophthalmologists) and Dr. Jones and I 
observed three patients who showed this curious eye 
condition with edema, blepharitis, photophobia, the 
nasal infection and a sore mouth. In these three patients 
we had no idea of the diagnosis, and therefore, had no 
approach to the treatment. Since this discussion has 
come up, I have re-examined them. One of them ap- 
parently spontaneously got well, due, I am sure after 
questioning her, to the fact that her circumstances be- 
came better, the family was smaller and she was able 
to get better food. The other two patients have had 
recurrences and exacerbations. One of them has im- 
proved following the relief of a pelvic infection, the 
use of bismuth and better living conditions, and is now 
on a continuous dose of riboflavin to prevent any 
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further difficulty. The other, a young girl, has con- 
tinually had exacerbations regardless of treatment. She 
seems to do well when she takes riboflavin, and the 
condition recurs when she is not under this drug. 


We have two other patients with the typical skin 
eruption of ariboflavinosis both of whom now are doing 
well under riboflavin but they seem to have to have a 
continuous intake of riboflavin. In both of these in- 
stances they have had recurrences in two weeks if they 
discontinue the drug. In addition they take vitamin B 
complex. No matter whether they have an adequate 
diet or not, the condition seems to recur. 


I should like to have the answer to the previous dis- 
cusser. A lady who has a typical pellagra and did not 
do well under nicotinic acid alone, did begin to clear 
up after the addition of riboflavin, but she did not get 
the dramatic result that we are accustomed to observe 
in pellagra. She had to have riboflavin at least three 
weeks before she showed much change in the symptoms. 
I should like to have an explanation for this lag in symp- 
tomatic relief. 


Dr. Sydenstricker also mentioned rosacea as a part 
of this complex. I think that this term is used rather 
vaguely by most general men. The usual type of 
rosacea (acne rosacea or rosacea complex) clinically 
is quite different and easily differentiated from Dr. 
Sydenstricker’s avitaminosis. True rosacea occurs in 
over-fed people: they have a decidedly red nose and 
are of the English beef-eater type. I do not think 
true rosacea would come within his classification of 
avitaminosis, 


Dr. Sydenstricker (closing) —I think that the lag 
in the healing of the cutaneous lesions in riboflavin de- 
ficiency has been noted and it has been a universal 
experience that whereas a person with pellagra starts off 
with a rather spectacular change within twenty-four 
hours, it ordinarily takes at least three days, and more 
often five to seven days, for startling changes to occur 
in ariboflavinosis. The answer I do not know. One 
does see much more rapid change in the capillaries of 
the cornea. Not uncommonly a patient with early 
keratitis, if given moderately large amounts of ribo- 
flavin, that is to say from five to ten milligrams a 
day, will show as much as twenty-five or even fifty 
per cent emptying of the capillaries within twenty-four 
hours, and often complete emptying in a matter of a few 
days. It is a thing which I presume (I can only 
guess) is due to slower action of riboflavin; in derma- 
titis, the mechanism is something we do not know. 


The color of the tongue is just as much a mystery to 
me as to anyone else. Inspected with a microscope mag- 
nifying 20 diameters, what we call riboflavin tongues 
show the papillae flattened and looking more like a 
dead jelly-fish that has been washed up on the beach 
than anything else, a round, translucent hemisphere 
with the capillaries lying deeply in a loose coil. It may 
be that some dilatation of the capillaries gives the in- 
tense purplish appearance to these tongues. 


I want to thank Dr. Alden for answering some of 
the questions which have been exceedingly puzzling to 
us from the standpoint of dermatology. We are quite 
certain that all seborrheic eczema cannot be aribo- 
flavinosis; on the other hand, we have seen such striking 
cure of a few cases that we were glad to have the der- 
matologists take the matter up seriously to see whether 
they could sort out the definite types of seborrheic ecze- 
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ma. The same applies to rosacea. Certainly the term 
“rosacea” applied to the condition which we call aribo- 
flavinosis does not fit with the usual acne rosacea with 
the red nose and dilated venules, but it does correspond 
at least roughly to the more or less moist and seborrheic 
type of rosacea. 

Again, I cannot answer the question as to the rela- 
tively slow response of the skin lesions to specific treat- 
ment. 


STUDIES IN RADIATION SICKNESS. II* 


VITAMINS B, AND C AND THE SMALL INTESTINAL 
CHANGE IN RADIATION SICKNESS 


By Stuart Wattace, M.D. 
Galveston, Texas 


INTRODUCTION 


In an earlier communication, the author!® has 
described a series of typical changes in the gross 
appearance of the small intestine appearing after 
a heavy series of roentgen irradiation for pelvic 
tumor, namely, carcinoma of the cervix. These 
changes were found with considerable regularity 
and were not present when the patients were 
examined as normals before roentgen therapy 
was begun. 

Briefly, the small intestinal changes found in 
the previous investigation were as follows. The 
duodenum and jejunum showed no variation. 
The prominent changes appeared in the ileum, 
where there was segmentation of the barium 
stream, flattening of the mucosal pattern, diminu- 
tion in motility, and narrowing of the lumen. 

The similarity between these effects and the 
ileal abnormalities seen in chronic deficiency 
states® ® 43 prompted the author to investigate 
the possibility that an actual avitaminosis might 
be in part responsible for the syndrome of radia- 
tion sickness due to failure of absorption of es- 
sential food materials from a physiologically 
impaired small intestine. The previous investiga- 
tion tended to prove that a chronic vitamin de- 
ficiency state was not the entire explanation for 
radiation sickness, as all the small intestinal 
change was confined to the ileum and the change 
in chronic deficiency states is observed most 
commonly in the duodenum and jejunum,® ® %* 


*Read in Section on Radiology, Southern Medical Association, 
be eo Annual Meeting, Louisville, Kentucky, November 

*From Duke Hospital and Duke University School of Medicine, 
Durham, North Carolina. 

“The preparation of this material was greatly aided by the tech- 
pica} saulstance of James G. Whildin, M.D., and Ruth Alexander, 


February 1941 


which lay outside the treated area, but would 
undoubtedly be affected if a generalized avita- 
minosis were produced by irradiation. 


LITERATURE 


In addition to the similarity between the ileal 
findings in late cases of roentgen sickness and 
in cases of avitaminosis there have been a num- 
ber of reports® 1! 1 in the literature concerning 
the efficacy of vitamin preparations, particularly 
synthetic thiamin chloride, in symptomatic re- 
lief. These reports have enthusiastically ap- 
proved of B:i as almost a specific for the ame- 
lioration of the anorexia, nausea and vomiting, 
but they have continually disregarded the ac- 
companying diarrhea, one of the most prominent 
and unpleasant features of the syndrome. In 
observation of a considerable number of cases, the 
author had observed that, while large doses of 
thiamin chloride caused considerable symptom- 
atic improvement in the matter of nausea and 
vomiting, there was no appreciable change in 
the extent of the accompanying diarrhea. 

In addition to the possible production of an 
avitaminosis due to faulty intestinal absorption 
in individuals under heavy roentgen therapy, it 
has been shown™ that there is a Bi: deficit in 
the cachexia accompanying advanced cancer of 
all types. 

There have been a number of reports’? 7° of 
the value of liver extract in palliation of radia- 
tion sickness, and it seems likely that this effect 
may, in part, be due to the B: content, although 
the other factors in liver extract probably play 
a larger part in the relief of symptoms.' ? * 

There has been definitely established® a quan- 
titative lack of vitamin C in untreated cases of 
advanced carcinoma of the cervix. 

Since the alteration in intestinal activity ac- 
companying the administration of heavy doses 
of irradiation could very readily produce avi- 
taminoses, there is definite evidence that the 
bowel change in prolonged irradiation resemble 
those of the avitaminoses Bi and C, and there 
is evidence that avitaminoses B: and C are al- 
ready present in carcinoma of the uterine cervix, 
it was decided to investigate the matter from 
the point of view of the gross appearance of the 
small intestinal mucosa, with the end of deter- 
mining whether large supplementary vitamin dos- 
age caused a qualitative effect upon the changes 
produced by long-continued irradiation. 


Unfortunately, there is very little pathologic 
material available for determination of the effect 
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of non-damaging therapeutic doses of radiation 
upon the bowel. Most of the information at 
hand* 1° 17 19 is derived after giving damaging 
doses to experimental animals. While it is highly 
likely that the changes produced by therapeutic 
doses are milder stages in the sequence leading 
to ultimate destruction of tissue, there is no 
definite evidence that this is so. 


CHANGES IN THE OVER-RADIATED BOWEL 


The pathologic changes* in the over-radiated 
bowel in experimental animals, a less severe de- 
gree of which could well cause the changes de- 
scribed by the author, are: 

(1) Increased tone with spastic contraction. 

(2) Mucoid degeneration, vacuolization and 
desquamation of the epithelial cells, beginning 
with the cells overlying the lymph follicles and 
the crypts, later extending into the cells cover- 
ing the villi. 

(3) Atrophy of the villi. 

(4) Hyperemia and edema. 

(5) Occasional mucosal ulceration. 

(6) Bacterial accumulation on the denuded 
surfaces. 


(7) Leukocytic infiltration. 
(8) Ultimate mucosal regeneration or connec- 


tive tissue proliferation to replace the destroyed 
cells. 


SELECTION OF CLINICAL MATERIAL 


A representative group of previously untreated 
cervical carcinoma patients from the public 
service at Duke Hospital were subjected to a 
searching preliminary*study of the gastro-intes- 
tinal tract and, from these, ten cases without 
demonstrable lesions were selected. These ten 
patients then received the usual course of radia- 
tion, which varies slightly with the general phys- 
ical condition of the patient and the stage of the 
disease. 

Heavy daily doses of vitamin Bi were given 
concurrently to five of the patients and heavy 
daily doses of vitamin C were given to the other 
five. The small intestine was re-examined at the 
end of the series of radiation. 


TECHNIC OF IRRADIATION 


At Duke Hospital, for several years we have 
treated all cervical carcinoma patients under a 
fairly definite routine, a modification of the 
method advocated by Healy,’ with slight varia- 
tion in individual dosage. These ten patients 
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each received between 2,000 and 2,200 r to each 
of six ports, generated at 400 kv. and filtered 
with 4 mm. of copper with a half value layer of 
5 mm. of copper, or generated at 200 kv. and 
filtered with 1 mm. of copper with a half value 
layer of 2 mm. of copper. In addition, eight of 
them received supplementary intravaginal radia- 
tion doses, ranging from 2,500 to 5,000 r gen- 
erated at 200 kv. and filtered with 1 mm. of 
copper with a half value layer of 2 mm. of 
copper. (A supplementary filter of 1 mm. of 
aluminum is always used in addition.) 

We believe that a strict adherence to the fol- 
lowing principles enables us to attain a higher 
total dosage to each port with less absolute dis- 
comfort to the patient: 

(1) Each day each of two opposing 10 
by 15 cm. ports, right and left anterior, right 
and left posterior, and right and left lateral, are 
treated. 

(2) The anterior and posterior ports on each 
side meet in the midline. 

(3) The central ray is always directed per- 
pendicularly to the plane of the table top and no 
attempt is made to incline the beam and cross- 
fire the cervix. 

(4) Each of the first three days, each of two 
opposing ports receives 150 r. 


(5) Each of the second three days, each of 
two opposing ports receives 200 r. 

(6) Each of the third three days, each of two 
opposing ports receives 250 r. 

(7) Each remaining day, each of two oppos- 
ing ports receives 300 r until the desired total 
dosage is reached. 

(8) If supplementary intravaginal radiation 
is used, it is given every fourth day in doses of 
500 r. 


VITAMIN DOSAGE 


The five patients who were treated with Bi 
received daily intramuscular injections of 10 mg. 
of synthetic thiamin chloride, corresponding to 
3,000 international units. The patients receiving 
C were given daily doses of 50 mg., or 1,000 in- 
ternational units, of sodium ascorbic acid, in the 
form of Lilly’s “cevalin.” There was no evi- 
dence of unusual reaction to either vitamin prep- 
aration. 


EXAMINATION OF THE SMALL INTESTINE 


Both before and after the course of radiation 
the gastro-intestinal tract, from mouth to cecum, 
is examined by a standard technic.® The 
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patient drinks three ounces of chemically pure 
barium sulfate in six ounces of water. No fla- 
voring material of any kind is used to forestall 
any possible effect of such material upon the in- 
testine.® 1% For the same reason, no drugs are 
given, during the course of treatment, for pain or 
any symptom of radiation sickness which may 
arise. 

While the meal is being swallowed, the esoph- 
agus, stomach, and duodenum are examined flu- 
oroscopically. At the end of a fifteen-minute 
period, the patient is roentgenoscoped in the 
supine position, and a film is taken to show the 
duodenum and its junction with the upper jeju- 
num. Further fluoroscopic examinations and 
prone films are made at hourly intervals, until 
the barium meal has traversed the entire small 
intestine. The head of the column usually 
reaches the ileocecal valve in two hours. 


GENERAL CONDITION OF PATIENTS WHO RECEIVE 
HEAVY VITAMIN DOSAGE CONCURRENTLY 
WITH PROTRACTED PELVIC RADIATION 


While the patients treated with either Bi or C 
were uniformly more comfortable subjectively, 
and experienced severe nausea much less com- 
monly than other patients receiving a similar 
course of radiation unaccompanied by vitamin 
therapy, severe diarrhea occurred a little more 
frequently in the cases receiving supplementary 
vitamins. We are at a loss to account for this 
discrepancy. In addition, the psychic support 
of daily parenteral injections was at least in part 
a contributing factor in maintaining the morale 
and the feeling of well being in some cases. 


THE SMALL INTESTINE IN PATIENTS RECEIVING HEAVY 
VITAMIN DOSAGE CONCURRENTLY WITH 
PROTRACTED PELVIC RADIATION 


Every patient in this series, when the small 
intestine was examined at the end of the series 
of radiation, showed some pattern changes in 
the ileum. As in the cases previously treated 
without supplementary vitamins, no gross changes 
could be observed in the duodenum or jejunum. 
Segmentation of the barium stream was seen in 
nine of the ten cases, and definite ileal hypo- 
motility, as compared to previous normal indi- 
vidual motility, in seven of the ten. The inci- 
dence of these two changes was exactly the same 
as it was in a previous series of patients who 
received roentgen therapy alone. Further, every 
one of the ten cases showed some degree of va- 
riation in the ileal pattern, ranging from slight 
decrease in depth of the markings to complete 
loss of pattern with a narrowed, tube-like wall. 
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DISCUSSION 


That both vitamin B: and C are of value in 
forestalling the general symptoms of radiation 
sickness is evident, but they are not of apparent 
value in prevention of the accompanying diar- 
rhea, and they do not prevent the development 
of changes in the gross appearance of the small 
intestine following heavy radiation dosage. 

According to Bean and Spies' and Crandall, 
Chesley, Hansen and’ Dunbar,? * whom they 
quote, thiamin chloride alone does not exert very 
much control upon the intestine and most of the 
intestinal effect of the vitamin B complex is 
due to its other factors. A point of possible 
pertinence in the relation of B: to alleviation of 
roentgen sickness is the possibility that heavy 
doses of B:, relieving the nausea and vomiting, 
may allow ingestion and absorption of increased 
amounts of other members of the complex, estab- 
lishing a benign cycle in sharp contrast to the 
vicious cycle of B: deficiency. 

As there is no valid reason to believe that the 
C deficit is greater in heavily treated than in un- 
treated cases of cervical cancer, it must be de- 
duced that the clinical improvement with C ther- 
apy is due to simple replacement. 

The doses of Bi and C used were quite large, 
and it seems quite apparent that larger doses 
would have no further effect. Further studies, 
using the other members of the B complex, will 
be made. 


CONCLUSIONS 


(1) Heavy parenteral doses of vitamins Bi 
and C, administered concurrently with radiation, 
prevent the appearance of many of the general 
symptoms of radiation sickness. 

(2) Bi and C administration almost entirely 
eliminates the severe nausea and vomiting. 

(3) The use of either Bi or C in no way di- 
minishes the occurrence or severity of the diar- 
rhea of radiation sickness. 

(4) The characteristic ileal changes seen after 
heavy pelvic irradiation are not prevented by 
large doses of B: or C. 

(5) The ileal changes after heavy pelvic radia- 
tion are apparently not due to avitaminoses Bi 
or C. 
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DISCUSSION (Abstract) 


Dr. Edwin C. Ernst, St. Louis, Mo—This is an im- 
portant problem and I have always been a little pessi- 
mistic about attempting to do much in the way of 
medication largely because I have tried everything 
from chewing gum to orange juice and sedatives. 


Some ten or twelve years ago, when we were doing 
work on rats, we found that if we irradiated them 
with certain small doses they showed a definite vitamin 
A deficiency. Vitamin A deficiency could be affected 
by radiation. If we failed to give the rats any vitamin 
A and gave very small doses of x-ray, the vitamin A 
deficiency was taken up by the rat and the rat lived on 
indefinitely. On the other hand, if we failed to give the 
rat vitamin B and it began to have the typical symp- 
toms of vitamin B deficiency, and we gave him a larger 
dose of x-ray, the rat would live on for quite a long 
time. By that I mean almost along to the point of 
longevity of that particular rat. So the whole matter is 
complicated from the practical standpoint. 

Whenever possible we should cooperate with the par- 
ticular physician who is referring the case to us and 
let him work out with us the different vitamin problems 
that might be interesting. 

More important than anything else, I believe, is the 
fact that frequently the patient eats less. He does not 
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feel right and therefore he eats less, and as a result 
he becomes generally devitalized. 

I should like to stress the dose. Each individual case, 
each individual patient and his lesion, has a peculiar 
idiosyncrasy or limitation to the dose he will take. I 
follow a rather wide range of treatment. 

In many cases of diarrhea the dose is fairly large 
and may have accumulated. It might be interesting to 
use somewhat smaller doses to observe the effect. 


Dr. Wright Clarkson, Petersburg, Va—May I know 
if I understood rightly that you gave 300 r to each of 
two portals each day? 


Dr. Joseph W. Kelso, Oklahoma City, Okla—I should 
like to ask the essayist how much of this sickness is 
due to psychic disturbance. Does he think if these 
people were not told of the possible gastro-intestinal 
disturbance that their symptoms would be reduced in 
their severity? Just what part of this whole picture 
can be attributed to the fact that these poor people are 
sick and do not have the normal psychic reactions? 


Dr. David Y. Keith, Louisville, Ky—We do not ex- 
perience very much radiation sickness as we are admin- 
istering x-ray at the present time. 

In high voltage and high filtration rarely do we give 
more than 200 r per day. I should think from Dr. Wal- 
lace’s report that his dosage is high even though he is 
using 200,000 volts; because whenever you get above 
300 r per day over the abdomen anywhere you are going 
to get some nausea. 

It seems to me that we have gotten a higher percent- 
age of relief in patients from using nicotinic acid than 
by any other treatment. We give 50 mg. in a glass of 
water about 30 minutes before meals. They sip it as if 
they were taking a beverage, taking ten minutes to 
ingest a glass of the solution. 


Dr. Wallace (closing) —The answer to Dr. Ernst is 
that we are carrying on some experimental work, and 
the main difficulty, of course, is figuring out the dose 
that in the experimental animal will be analogous to 
the therapeutic dose in the human. We are working 
on that and hope to have some later material on it very 
shortly. 

Dr. Clarkson, we do give 300 r to each of two portals 
every day, after we have built up a tolerance by start- 
ing them at 150 r to each of two portals. 


In answer to Dr. Kelso, frankly I think that prob- 
ably there is a great neurogenic factor in radiation 
sickness. It has been brought out innumerable times. 
Unfortunately, there is the factor of the patients talking 
among themselves while they are sitting waiting for 
treatments. Elimination of this would avoid a great 
deal of radiation sickness. 

At the Presbyterian Hospital in New York each pa- 
tient is put in a separate cubicle and kept from talking 
with the others. 

Finally, Dr. Keith’s discussion bears out what I have 
said before, that we are having better results with nico- 
tinic acid than we have had with anything else. 
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A TEST FOR PREGNANCY* 
TECHNIC AND COMPARATIVE RESULTS 


By Ricuarp Pappock, M.D. 
St. Louis, Missouri 


This test for pregnancy is based on the ac- 
tivity of the sex organs of the guinea pig. A 
number of years ago, when working with estro- 
genic substances in the guinea pig, it was noted 
that the appearance of the genitals of this ani- 
mal could be used as an index of the potency 
of the substance being tested. Changes could 
be observed following the injection of estrogenic 
substances in the normal and in the castrated 
animal, as well as following the injection of 
material then thought to be stimulating to the 
ovaries. 2 4 5 

When the writer first made these observations, 
vaginal smears from the guinea pig were con- 
sidered the best index as to the activity of the 
genital tract. It was soon noted, however, that 
the membrane covering the vagina interfered with 
taking smears except when the membrane was 


. absent, as it was during the estrous period. 


From then on the presence or absence of the 
vaginal closure membrane was used for an index 
as to the activity induced by substances being 
used. This observer learned that estrous-pro- 
ducing substances could be tested and even stand- 
ardized by the effect produced on the vaginal 
tract of immature (8-12 days old) guinea pigs 
or, less accurately in the ovariectomized adult 
guinea pigs. This method of standardization is 
comparable to standardizations using the rat, 
mouse or rabbit. 

On a number of occasions the injection of se- 
rum of pregnant women into a guinea pig pro- 
duced changes in the vaginal tract similar to 
those seen in pigs in which estrogenic substances 
had been injected. This was then assumed by 
this observer to be due to the estrogens in the 
blood serum of the pregnant women. 

It was not until a number of years later that 
the author considered the possibility of working 
out some method of observing the vaginal 
changes in the guinea pig as a test for pregnancy. 

Earlier observations on guinea pigs kept for 


*Read in Section on Obstetrics, Southern Medical Association, 
Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12-15, 1940. 

*From the Department of Obstetrics and Gynecology, Washing- 
ton University School of Medicine, and the St. Louis Maternity 
Hospital, St. Louis, Missouri. 
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laboratory purposes established the fact that the 
opening of the vagina, by the disappearance of 
the vaginal closure membrane, occurred every 
15 to 17 days. At this time there occurs a dis- 
appearance of the membrane and the character- 
istic secretion. The vaginal orifice remains open 
about 48 hours and then the membrane is re- 
formed. Injection of estrogenic substances in 
sufficient quantity causes the membrane to dis- 
appear in 24 to 48 hours and the orifice to re- 
main open for a day or two. 

Since one pig normally has a cycle of 15-17 
days, any test substance injected in one pig 
may be observed for activity with a normal error 
of one in 15 to 17, or more than 6 per cent. 
If two pigs are used, the correction for normal 
error, while less, is large enough to be mislead- 
ing. Using three pigs as test animals for the 
same material reduces the normal incidence of 
error to a very small one. The probability that 
three female guinea pigs will come into heat 
simultaneously is about 24 in 10,000 cases, or 
the odds are 416 to 1 that this event will not 
occur. 

A problem considered at first was the amount 
of blood serum to be injected. If a small amount 
be used, the quantity of change-producing sub- 
stance may be too small to be effective. On the 
other hand, a larger amount may produce 
changes whether due to pregnancy or not, or the 
larger volume of blood may harm the animal. 
After working with various quantities of blood 
to be tested, it was concluded that the most 
satisfactory quantity of serum is 1.2 to 1.5 c. c. 


It is unlikely that this amount of non-preg- 
nant blood serum could produce the changes 
noted, by virtue of its estrogenic.content. It 
now seems most probable that the effect is pro- 
duced by the gonadotropic substances present 
in the serum acting on the guinea pig ovary. 
This in turn stimulates estrogen production and 
subsequent vaginal changes. 


Technic of the Test—Sufficient blood is 
drawn from the patient and collected in a sterile 
test tube. Approximately 10 c. c. or more of 
blood are required to yield sufficient serum for 
the test. The blood should be allowed to stand 
at room temperature for a few hours, or over- 
night, in the refrigerator. Blood kept in the 
refrigerator for several weeks does not lose its 
activity. 

When ready for injection the serum is drawn 
off, either directly or after centrifuging. Blood 
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cells or considerable hemoglobin present do not 
interfere. 

Three young female guinea pigs are selected 
for the test. When guinea pigs are first obtained 
for test purposes, 30 to 45 day-old guinea pigs 
are preferred. After being subjected to the test 
they may be returned to the group being used 
and may be used over and over again as long as 
they live. 

Pigs for testing have a closed or intact vagi- 
nal closure membrane when selected. Swelling 
of the genitals or evident congestion of the parts 
should be noted, if it is present at the time of 
selection. 

Each animal of the three selected is injected 
in the subcutaneous tissue of the pectoral region 
with 1.2 to 1.5 c. c. of serum and the time is 
noted. It is a good plan to massage the skin 
gently over the injected area. Rarely does the 
animal suffer any untoward effects following the 
injection. 

At the end of 24 hours the test animals are 
inspected. If the vaginal closure membrane of 
any is open it is noted. While one is becoming 
familiar with the appearance of the animal parts 
it is a good idea to make several observations, 
especially after the first 24 hours. Final ob- 
servations should be made at the end of 48 
hours and the condition of the vagina noted. 

If at the end of 48 hours the vagina in each 
animal is wide open or partly open, the test is 
positive for pregnancy. If two of the animals 
show open vaginas while the third is closed, the 
test is positive. In a test with this result the 
vagina of the third animal usually shows con- 
gestion or the appearahce of imminent opening. 
One may delay final conclusions to observe this 
third animal for latent opening within the next 
eight hours. 

If at the end of 48 hours only one animal has 
an open vagina and the other two are closed, the 
test is negative for pregnancy. Under such cir- 
cumstances if the two animals in which the va- 
gina did not open show evidence of marked con- 
gestion or appearance of expected opening, ob- 
servations can be made longer, and in the event 
that both are open before the end of 72 hours, 
_ the test should be repeated on another set of test 
animals. 

If none of the animals shows opening at the 
end of 48 hours the test is negative for preg- 
nancy. Suggestive changes in all three of the 
animals may be observed through 72 hours and 
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the test repeated if opening in two or three occurs 
between 48 and 72 hours. 

Following the completion of the test the pigs 
should not be selected for further tests for at 
least a day or two. This permits the parts to 
resume normal appearance following any changes 
due to the injected blood. 

It is to be noted that these procedures are 
exceedingly simple and require only a brief pe- 
riod of observation to become familiar with the 
appearance of the external genitals of the guinea 
pig. 

Material and Results—In the work to date 
a total of 254 tests for pregnancy were done. 
There were 72 positive tests and 182 negative 
tests in the series. In this series 28 guinea pigs 
were used. Of this number seven are still in use 
at the completion of the series. These remain- 
ing pigs may be used many more times. For 
this series alone each pig could be used on an 
average of nine tests (Table 1). 


Number of tests in all 254 
Number of guinea pigs used 28 
(Seven of these in use at conclusion of series) 

Largest number of times any pig was used..._»>>>>SEEE —— 
Smallest number of times any pig was used. 
(Two of these in use at conclusion of series) 

Average number of tests per pig 9 
Table 1 


The greatest number of tests on any one ani- 
mal was 95, and the smallest number, two on 
pigs still in use. 

The tests in this series were run on blood 
samples submitted to the serology laboratory for 
the Friedmann pregnancy test, according to the 
method described by T. K. Brown.* The results 
in this series were compared with the results ob- 
tained by the modified Friedmann test. Where 
there was a disagreement in the results obtained 
by the two methods, an attempt was made to de- 
termine the clinical status of the case in ques- 
tion to see which result was correct. In a num- 
ber of cases it was impossible to learn the subse- 
quent course of the patient. 

In the series the results of this test agreed 
with the results of the modified Friedmann test 
in 230 out of 254 cases. The first few cases in 
which the reactions failed to check with posi- 
tive reactions by the modified Friedmann method 
were probably due to the fact that insufficient 
serum was used in all the guinea pigs. 
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A record of the variations of results between 
the two tests is as follows: 
Cases that failed to show a completely positive reac- 
tion due to insufficient serum in all three pigs are 4. 
Cases with a positive modified Friedmann and this 
test negative, 13. 
Of these: 
One pregnancy doubtful from record. 
One positive at 33 hours, negative at 48 hours, pa- 
tient pregnant. 
One pregnancy considered doubtful by the patient’s 
physician, 
Six negative, could not check or verify. 
One negative on account of atypical positive reac- 
tion. 
Three negative in patients who had interruption of 
pregnancy later. 
Cases with negative modified Friedmann reactions, 
this test positive, are 5. 
Of these: 
One patient was probably pregnant according to her 
physician. 
Four patients were pregnant. 
Cases with strong type I or weakly positive modified 
Friedmann, this test positive, are 2. 
Of these: 


One patient was pregnant, and a subsequent modi- 
fied Friedmann test was positive. 


A patient with delayed menses bled after the test 
was run. Pregnancy was doubtful. 


SUMMARY AND CONCLUSIONS 


The results of an original test for pregnancy 
using the guinea pig as a test animal have been 
presented. In this series a considerable number 
of the tests were considered largely experimental 
to determine the optimum quantity of blood se- 
rum to be used, and the optimum time at which 
readings should be made. No attempt has been 
made to establish in this series the period of 
pregnancy at which the reaction first became 
positive or how late in pregnancy and the puer- 
perium the reaction remains positive. 

Comparisons were made between the results 
in this test and the results in a standard test for 
pregnancy which was being used routinely in the 
laboratory of the Department of Obstetrics and 
Gynecology. It has been shown that the results 
of this test compare favorably in the majority 
of cases with the routine method now in use. 


The error in the series presented appears to 
be toward the negative rather than toward the 
positive side. There were no single known 
false positive reactions. 


The advantage of the method outlined lies in 
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its simplicity and economy. It is quite easy to 
become familiar with the appearance of the geni- 
tals of the test animal. A relatively small num- 
ber of animals kept on hand will suffice for a 
large number of pregnancy tests. 
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DISCUSSION (Abstract) 


Dr. W. T. McConnell, Louisville, Ky—For a great 
many years before the advent of the Aschheim-Zondek 
test for pregnancy efforts were being made to find a 
reliable practicable test to determine whether or not 
gestation had become established. 


Most of us remember the Abderhalden test. This test 
depended upon a serum reaction, but nothing was under- 
stood regarding the endocrine changes. The test was 
not reliable and not practicable, and it was not until 
the discovery made by Aschheim and Zondek that we 
were able to secure any reliable determination of the 
existence of the pregnant state. The original Aschheim- 
Zondek test depended upon the changes in the vaginal 
mucous membrane of female mice. Later Friedmann 
used young female rabbits and found this method very 
reliable and practicable. The disadvantages of these tests 
are that they are time-consuming and more or less ex- 
pensive. Many simpler tests have been tried and most 
of them discarded. Falls and Bartlett, in 1914, experi- 
mented with placental extracts injected intradermally, 
but found a large number of nonspecific reactions. Co- 
hen and Freda attempted to produce precipitin reac- 
tions and specific skin reactions that might be useful. 
These tests gave about a 75 per cent positive test. 

Esch, Wintz, Gruskin and Schwartz have made simi- 
lar tests, reporting a high percentage of correct diag- 
noses. Intradermal and conjunctival tests have been 
tried using the pituitary hormone, but as yet have not 
been proven practicable. 


During the past year Falls has made a study upon 
colostrum injected intradermally, using 265 known 
pregnant cases, 350 controls, including known non-preg- 
nant cases, of which 100 were adult males, 45 were 
children, 42 menstruating women, 50 postpartum cases, 
and 113 cases of either normal non-pregnant women 
or with various known gynecologic conditions. The test 
is considered positive if there is no reaction. This was 
found to be true in 98 per cent of the known pregnant 
women; 96 per cent of non-pregnant showed a charac- - 
teristic wheal and areola. Children before puberty re- 
acted like pregnant women. 

Dr. Paddock’s paper seems to us to hold hopes for a 
definitely practicable, simple and inexpensive test. It 
seems basically sound, first, because the reaction he 
secured is due to the estrogens in the blood stream of 
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women. Secondly, because of the simplicity of the 
technic it bids fair to be practicable. 


Dr. Paddock (closing) —If you have access to any 
guinea pigs and at the same time have access to any 
pregnant women, I shall be very glad to have you try 
the accuracy of this test. If you have failures, let me 
hear from you. 


THE INCIDENCE OF INTESTINAL PARA- 
SITES IN FECAL SAMPLES COL- 
LECTED IN EASTERN 
OKLAHOMA* 


By Donatp B. McMutten, Sc.D. 
Oklahoma City, Oklahoma 
and 


James K. Gray, M.D.t 
Tahlequah, Oklahoma 


Various individuals and organizations have 
given us a rather complete picture of the inci- 
dence of intestinal parasites, especially the hel- 
minths, in the states south of the Mason-Dixon 
Line and east of the Mississippi River. W. P. 
Jacocks, of the International Health Division of 
the Rockefeller Foundation, made a helminth 
survey in Southeastern Oklahoma in 1914, pri- 
marily in Bryan, Choctaw and Pottawatomie 
Counties, where conditions resemble those found 
in the Southeastern states. Actually little is 
known about the incidence of the intestinal para- 
sites in Oklahoma. It is reasonable to expect 
that the climate and other conditions that pre- 
vail in most of the State would produce a some- 
what different picture than that found in the 
Southeastern states. The former survey, men- 
tioned above, shows an incidence of hookworm 
of 22.5 per cent, Hymenolepis nana 1.2 per cent, 
and Strongyloides 0.6 per cent. Recent exami- 
nations for helminths and protozoa in fecal spec- 
imens from patients in University Hospital and 
students in the University of Oklahoma School 
of Medicine indicated that the incidence in the 
State was high enough to make a survey worth- 
while. This project was made possible by a grant 
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from the Medical Research Fund and the co- 
operation of Dr. Grady F. Matthews and the 
State Health Department. 

It was impossible to examine fresh fecal speci- 
mens and the common preservatives make it in- 
creasingly difficult to distinguish between Enda- 
moeba histolytica and E. coli. Experiments 
with fecal samples indicated that D’Antoni’s io- 
dine solution would serve well as a bacteriostatic- 
preservative and at the same time retain the 
characteristics of the various protozoan cysts. 
Wide-mouthed, screw-topped, four-ounce bottles 
were half filled with the iodine solution. A bit 
of the fecal specimen about the size of a pecan 
was added to this, emulsified and placed in a 
shipping case which was sent to the laboratory 
when filled. When received the samples were 
placed in an icebox until they could be exam- 
ined. 

The zinc sulphate floatation technic of Faust 
et al. was used in the examination for helminth 
eggs and protozoan cysts. The procedure has 
given good results even when the specimens were 
more than a month old. The principal disad- 
vantage of this method is that it is impossible 
to detect trophozoites. For this reason the in- 
cidence of Trichomonas intestinalis has not been 
determined and the trophozoites of other proto- 
zoa in any stools that happened to be liquid 
when passed would not be found. In most liquid 
stools, however, a few cysts can usually be found 
so the resulting error was probably not great. 
Also, this method is not particularly useful in 
detecting pinworm infections, although it gives 
better results than direct smears. 

To date 924 specimens have been examined. 
With few exceptions they were collected in East- 
ern Oklahoma and more than half of them came 
from Adair, Cherokee and Sequoyah Counties. 
These counties are located just north of the cen- 
ter of the State along the eastern border, in the 
country that received some publicity in “Grapes 
of Wrath.” In certain individuals of our series 
the information regarding age, sex, etc., is incom- 
plete. The number is small and although they 
are included in the tables, they will not be con- 
sidered in the present discussion. 


In Table 1 a comparison is made between the 
rural and urban population. The greater part 
of the material came from rural areas with 725 
specimens, while only 121 came from urban pop- 
ulations. In the rural population 63.4 per cent 
have one or more intestinal parasites, while the 
urban population shows only 33.1 per cent in- 
fection. The difference of per cent is statisti- 


As 


178 SOUTHERN MEDICAL JOURNAL February 1941 
RURAL-URBAN DISTRIBUTION AND PER CENT INFECTION IN STOOLS EXAMINED FROM EASTERN OKLAHOMA 
Protozoa Helminths 
Area s 

Rural 85 365 103 39 12 54 9 3 + 1 46 1 460 265 725 63.4 
Unknown 9 4 13 3 1 5 1 1 3 
Totals 97 438 130 44 18 63 10 3 ioe a 1 556 368 924 60.2 

Table 1 


cally significant and has also been shown in 
studies of rural and urban populations in the 
Southeastern states. 

This table also shows the per cent of infection 
with each species of parasite. They are as fol- 
lows: E. histolytica, 10 per cent; E. coli, 47 per 
cent; Endolimax nana, 14 per cent; Ilodamoeba 
biietschlii, 5 per cent; Chilomastix mesnili, 2 per 
cent; Giardia lamblia, 5 per cent; Necator amer- 
icanus, 1 per cent; Ascaris lumbricoides, 0.3 per 
cent; Enterobius vermicularis, 0.4 per cent; Tae- 
nia species, 0.2 per cent; Hymenolepis nana, 5 
per cent; H. diminuta,0.1 per cent. H. diminuta 
has been reported from ten different states and 
the District of Columbia, but as far as I know 
this is the first to be reported from Oklahoma. 
Of the 12 species found, four of the protozoa 
are non-pathogenic, but they add to our knowl- 
edge by serving as an index to the amount of 
fecal contamination. Two hundred and twenty- 
nine, or about 27 per cent, of the infections were 
of organisms capable of producing clinical symp- 
toms. This emphasizes once more the impor- 
tance of routine fecal examinations. 


It will be noted in this table and the others to 


follow that the sum of the infections with each 
organism far exceeds the number of positive 
stools, i. e., in the rural group the total number 
of infections is 720 as compared with 460 posi- 
tive stools. This is due to multiple infections. 
Many specimens examined had double and triple 
infections, several had four and one had five 
different parasites. 

With the exception of hookworm and ascaris 
none of these parasites requires development in 
the soil. Taenia and Hymenolepis diminuta are 
the only ones that require intermediate hosts. 
It will be noted that the incidence of all four 
of these parasites is low. All of the other para- 
sites, shown to be the most prevalent, are ac- 
quired directly and the eggs or cysts are infec- 
tive as soon as passed. The low incidence of 
Taenia and H. diminuta is to be expected and 
the small number of infections with hookworm 
and ascaris can probably be explained by the 
fact that the climate and the nature of the soil 
in this area serves as a partial control even where 
the soil is grossly polluted. 


After visiting the area from which most of 
the samples were obtained, it is believed that 


SEX DISTRIBUTION OF PARASITIC INFECTIONS IN STOOLS EXAMINED FROM EASTERN OKLAHOMA 


Protozoa Helminths é 

Sex 

Males 47 218 68 22 6 36 ro 38 2 2 26 . 282 190 472 59.7 
Females m 3 3 2 1 269 174 443 60.7 
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RACIAL DISTRIBUTION OF PARASITIC INFECTIONS IN STOOLS EXAMINED FROM EASTERN OKLAHOMA 


Protozoa Helminths 
Race 3 3 

Table 3 


direct infection and flies are the most important 
factors. In one community, visited particularly 
because of the high incidence, the homes had 
privies, but they were invariably poorly con- 
structed and flies had access to the pits. The 
privies at the school in this community were 
of the WPA type, but due to abuse and lack of 
supervision they were of little use in preventing 
fly-borne diseases. The seats were obviously 
polluted and cysts of protozoa were recovered 
from scrapings taken from their exposed sur- 
face. 

The sex distribution (Table 2) of the para- 
sitic infections is approximately the same, with 
59.7 per cent in males and 60.7 per cent in females. 
The number of infections with the various para- 
sites in the two sexes shows some variation, but 
does not exceed that expected by chance. 

The samples have been obtained from three 
different races, i. e., white, Indian and negro. 
The racial distribution (Table 3) shows some 


interesting features. The per cent of positive 
stools in the whites is 47.1, in Indians it is 68.8, 
and in negroes it is 50.4. The difference in per 
cent between whites and negroes is not signifi- 
cant. The difference of per cent between In- 
dians and negroes is significant. The difference 
between whites and Indians is statistically sig- 
nificant. 

With most of the 12 parasites listed the infec- 
tions follow about the same ratio as the per cent 
of the positive stools in each race. One excep- 
tion is seen in E. histolytica, where the inci- 
dence in Indians is 13.5 per cent as compared 
with 5.4 and 7.7 in whites and negroes, respec- 
tively. The difference of per cent of E. histo- 
lytica in Indians and whites is significant. 
Whites show more infections with Chilo- 
mastix than the other races combined. Indians 
show only a few infections with Giardia, 4.5 per 
cent as compared with 10.4 and 8.5 in whites 
and negroes. With the exception of H. nana the 


AGE DISTRIBUTION OF PARASITIC INFECTIONS IN STOOLS EXAMINED FROM EASTERN OKLAHOMA 


Protozoa Helminths 
s|s 

8-11 31 100 39 9 4 16 2 1 2 1 16 .— 128 SS 183 69.9 


Table 4 
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worm infections are predominantly in Indians. 
In the case of H. mana the negroes show a 10.9 
per cent infection as compared wth 3.5 and 5.1 
per cent in whites and Indians. With the rela- 
tively small numbers in our series these differ- 
ences are not statistically significant, but may 
show a trend. 

Most of the samples were obtained by work- 
ing through schools, so most of the individuals 
are from 6 to 19 years of age. Specimens were 
obtained from 201 individuals that were aged 20 
or more and a small number were in the pre- 
school age group. Table 4 shows the relation- 
ship between the incidence of parasitic infections 
and the age of the individuals. The incidence 
in children from a few months to 3 years of age 
is low, 23.8 per cent. It rises sharply to 55.1 
per cent in the 4-7 age group. Then it rises to 
69.9 per cent in the next age group and main- 
tains approximately that same level up to 19 
years of age. In those 20 years of age or over 
the incidence drops to 37.6 per cent. This rela- 
tionship is shown in Fig. 1. 


SUMMARY 


About 60 per cent of the fecal samples exam- 
ined contained intestinal parasites. Few of 
these organisms require development outside the 
human body and most of them are acquired di- 
rectly. Eight of the species found and about 27 
per cent of the infections are capable of produc- 
ing clinical symptoms. Sanitation, fly control 
and the treatment of individuals that are in- 
fected would be necessary for the efficient con- 
trol of the parasites. The incidence is higher 
in the rural than in the urban population. The 
incidence in males and females is approximately 
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the same. The incidence is about the 
same in whites and negroes, but is 
higher in Indians. The individuals 
between the ages of 8 and 19 show 
over 69 per cent infection and there 
are sharp drops in the incidence in 
the upper and lower age groups. 
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DISCUSSION (Abstract) 


Dr. John Y. Battenfield, Ozlahoma City, Okla—We 
have never felt that intestinal parasitism was a very 
great problem in the State of Oklahoma. Apparently we 
were mistaken. 


The authors have shown that of approximately 1,000 
stool specimens examined, slightly more than 60 per 
cent contained intestinal parasites, and of these about 
27 per cent are pathogenic types. No statistics are given 
as to the percentage of these who have physical signs 
or symptoms of disease. Probably the percentage is 
not very high, but in any case it seems justifiable to 
say that, at least in the rural areas, a stool examination 
is indicated much more frequently than we have been 
accustomed to believe in the past. Especially is this 
true in elective abdominal surgery and obscure symp- 
toms of disease referable to the gastro-intestinal tract. 


The higher incidence of parasitic infection in the 
rural than the urban population can probably be ex- 
plained by better sanitation in the cities and towns. A 
large part of the rural population in the area studied 
obtains its drinking water from shallow wells and open 
streams or springs. 

Excreta disposal is likewise very unsatisfactory. Ed- 
ucation of the children in the school ages to the need 
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of proper sanitation and personal hygiene would go a 
long way toward decreasing such a high incidence of 
intestinal parasitic infections. The authors have found 
the highest incidence to be in the school age group; 
therefore it would be logical to institute educational 
control measures in this group. 


The need for public health education in the public 
schools of Oklahoma has long been felt, and within the 
last few months a program has been organized to bring 
public health education to the schools and colleges of 
the State. It is realized that this is only a step in the 
right direction, but at least it is a beginning with per- 
sonnel especially trained for this work. 

It would be interesting to know the social status of 
those examined. Doubtless a large portion of those 
showing intestinal parasitic infections are in the very 
low income group. This has been found to be true in 
other parts of the South, and probably applies to the 
area studied. 


Chandler, in his text on animal parasites, states that 
there are many Southern families in which illiteracy 
and ignorance have resulted from intestinal parasitism. 
ase betterment and health improvement go hand in 


The health officer can likewise reduce the incidence 
of these infections by educating himself and his medical 
associates in their diagnosis, treatment and prevention. 
I do not mean to advance education as a cure-all for this 
or other health problems, but it does have a very promi- 
nent place. Intestinal parasitic infection is one of a 
group of diseases whose incidence can be greatly low- 
ered by proper medical care after the case or carrier 
has been diagnosed. It seems to me that the health 
officer might well concern himself with advocating 
adequate indigent medical care where it is not available 
in his locality. 

Dr. Henry E. Meleney, Nashville, Tenn—A good 
start has been made in studying this problem in Okla- 
homa, and I hope it will be extended to other parts of 
the State. 


SOME COMMON ERRORS IN DIAGNOSIS 
AND TREATMENT OF RECTAL 
DISEASE* 


By Emmett H. Terret1, M.D. 
Richmond, Virginia 


In presenting a strictly scientific paper on dis- 
eases of the rectum, one should limit the discus- 
sion, according to anatomists, to that part 
of the bowel between the sigmoid and the anal 
canal. In every day language, however, it has 
become customary to classify as disease of the 
rectum all abnormalities from and including the 
perianal skin to those which the ordinary sig- 
moidoscope reveals in its upper limits, probably 


*Chairman’s Address, Section on Proctology, Southern Medical 
Association, Thirty-Fourth Annual Meeting, Louisville, Kentucky, 
November 12-15, 1940. 
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10 or 12 inches from the anus. This is in no 
sense intended to be a scientific discussion, but 
simply a compilation of some errors which have 
come under my observation. The paper, there- 
fore, can express only my personal views, with 
which you may not agree entirely. 


If I understand it correctly, the purpose of cre- 
ating this Section on Proctology, now only three 
years old, was to help the practitioner or surgeon 
whose opportunity for study in the field of proc- 
tology has been limited. Those of us who at- 
tended college a decade or more ago received little 
or no instruction in diseases of the rectum. To- 
day every medical school of importance has a 
department of proctology, but because of his 
crowded schedule the student obviously can ob- 
tain only a rudimentary knowledge of rectal 
pathology. In this respect, there seems no like- 
lihood of early relief in undergraduate schools, 
but it cannot be expected of a young graduate 
that he be highly proficient in all the branches 
of medicine and surgery which the modern cur- 
riculum includes. Men of experience know that 
most knowledge is gained after graduation. 

With a proper background, close observation, 
and study such as he is forced to give the thorax 
and other parts of the body, any practitioner 
should become proficient in the diagnosis of the 
more common rectal disorders. Lack of atten- 
tion and failure to make examinations are respon- 
sible for many errors in diagnosis and treatment. 
There, unfortunately, still exists an aversion on 
the part of some physicians to the mere sugges- 
tion of rectal examination. These same men 
would consider themselves highly negligent if they 
failed to inspect the throat or vagina when con- 
ditions seemed to indicate it. Prescribing for a 
supposed ailment, while making little effort to 
arrive at a correct diagnosis, does not appeal to 
most physicians. Moreover, the patient with 
ordinary intelligence receiving such lack of con- 
sideration can have little confidence in his phy- 
sician. The patient may ask himself, and justly 
so, why pay for medical service when equally 
good advice can be obtained at the corner drug 
store. An experienced proctologist, with a repu- 
tation to protect, is afraid to express an opinion 
based on symptoms alone and will refuse to ad- 
minister treatment until examination is permit- 
ted. 

It is quite natural for an individual with rectal 
symptoms to think only of hemorrhoids, for this 
is a more or less general term used by the laity 
to cover all complaints in the region of the rec- 
tum; as a matter of fact, there are few persons 
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who have not hemorrhoids in one form or another, 
although in many instances the condition is symp- 
tomless. Hasty conclusions must not be drawn, 
therefore, when hemorrhoids are found. The 
physician must decide whether they are wholly 
or partly responsible for symptoms or whether 
another pathologic condition is present which is 
equally or even more important. Quite often I 
have seen an external hemorrhoid, possibly in- 
flamed, removed for relief of pain when a fissure 
or ulcer immediately above the hemorrhoid was 
overlooked completely. It is, also, rather com- 
mon to mistake an external thrombotic hemor- 
rhoid for a prolapsed or strangulated internal 
hemorrhoid, and attempts may be made to force 
it into the rectum. Manipulation aggravates 
the pain, increases inflammation, and retards re- 
covery. 

In making a rectal examination a gloved finger 
should be introduced after external inspection 
of the parts and before passage of an instru- 
ment. Much information can be obtained 
through the sense of touch, but it is a mistake 
to depend on this means alone for the diagnosis 
of internal hemorrhoids. Even very large hem- 
orrhoids ordinarily give no indication of their 
presence to the examining finger. Only when they 
are inflamed, thrombotic or fibrous can they be 
detected by palpation. The perfunctory and 
illogical manner of making rectal examinations 
of recruits for the army and navy is to be con- 
demned. I have known men to be rejected be- 
cause of symptomless and inoffensive skin tags 
and others accepted who had pronounced and 
active internal lesions by physicians who de- 
pended entirely upon external inspection of the 
parts for diagnosis. 

The practice of prescribing ointments and 
suppositories containing opium for inflamed and 
painful conditions about the rectum has no scien- 
tific basis. Few medications are absorbed 
through unbroken skin, and opium is not a local 
anesthetic. When it is applied or introduced 
into the rectum it can relieve pain only after it 
has been absorbed into the blood stream. Most 
of the popular ointments and suppositories owe 
their reputation to the fact that they are used 
chiefly in acute, self-limiting disease. They do 
little more than soothe and probably never ben- 
efit the patient when important disease is pres- 
ent. 

Since the injection of certain forms of hemor- 
rhoids has become popular, there unfortunately 
are some physicians who attempt to employ this 
method of treatment with apparently little idea 
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of its limitations. Contraindications have been 
clearly stated by many writers, and it is hard to 
understand why errors are committed often in 
this useful and not particularly difficult proce- 
dure. Now and then a patient presents himself 
in great distress because some sclerosing fluid has 
been introduced into an external hemorrhoid, 
enlarged papilla, or the lining of the anal canal. 
Such unwarranted use brings into disrepute an 
invaluable method of treatment. Only recently 
a physician referred a patient to me with the 
statement that although the hemorrhoids had 
been injected a number of times, for some un- 
accountable reason the patient continued to suf- 
fer severely. Examination showed an acute fissure 
to be the cause of the pain. 

I consider it a mistake ever to subject a child 
to an operation for simple prolapse of the rectum 
before treatment by injection has been tried. 
For twenty years or more I have used this method 
exclusively, employing a 3 per cent solution of 
quinine and urea hydrochloride. It is a simple 
office procedure identical with that of injecting 
internal hemorrhoids. In every instance there 
has been complete relief and, as far as I know, 
no recurrence. 


Unfortunately the prevalent but erroneous 
idea exists that the radical removal of hemor- 
rhoids is so easy that it can be performed by the 
youngest intern. As a matter of fact, hemor- 
rhoidectomy requires an exact technic equal to 
that of most abdominal operations, if a desirable 
result is to be obtained. If the truth were 
known, a much larger number of unsatisfactory 
hemorrhoidectomies than appendectomies are 
performed. Apparently some surgeons do not 
realize that when operation for hemorrhoids is 
undertaken it must include removal of all other 
associated lesions such as fissure, infected crypts 
and papillae. The operator must know rectal 
pathology and exercise good judgment in deter- 
mining the amount of tissue to remove. Ex- 
cision of too much or not enough tissue will be 
followed by unsatisfactory result. Postopera- 
tive care is also important, but is often neg- 
lected or relegated to incompetent hands. 

When a rectal operation is performed, the sur- 
geon should be able to predict rather accurately 
that symptoms will be relieved. Conclusions are 
not to be reached too quickly, but accurate in- 
terpretation must be placed on each symptom; 
otherwise both the surgeon and patient may be 
disappointed with the result. Frequently simple 
quiescent hemorrhoids are removed for relief of 
symptoms due to another cause. For example, 
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rectal pain of a neuralgic character associated 
with coccygodynia and spasm of the deep pelvic 
muscles, as ably described by Dr. George H. 
Thiele, of Kansas City, cannot be alleviated by 
eradication of the ordinary rectal lesions. At 
times excision of a fissure or hemorrhoids may 
be necessary as a preliminary step in the treat- 
ment of pruritus ani, but the surgeon who prom- 
ises relief of itching from this procedure alone 
is doomed to failure. He should know that ap- 
propriate treatment must be carried on after the 
operation if he is to have a satisfied patient. 

The physician who attends a patient for more 
than a few days for diarrhea without rectal ex- 
amination is negligent. Many cases of diarrhea 
originate in the lower bowel. Not so uncom- 
monly as is supposed, fecal impaction by its irri- 
tating effect causes frequent liquid stools as well 
as other distressing symptoms. It is always hu- 
miliating to the physician who has been in attend- 
ance for several days to be advised by the con- 
sultant that the patient has only a fecal impac- 
tion. This, of course, would have been de- 
tected readily had digital examination been made. 

Bleeding from the rectum always demands in- 
vestigation to determine its source, and some- 
times this is not easy. Too much significance 
can be placed on the character of the blood 
when passed, that is, whether bright red, dark, 
or clotted. Clotting depends largely on the 
length of time the blood remains in the bowel. 
If it accumulates slowly in the rectal ampulla 
from abrasion of the walls or from an excoriated 
internal hemorrhoid as sometimes happens, it 
will pass in the form of dark or clotted blood;. 
on the other hand, fresh blood may be evacuated 
after rapid and profuse hemorrhage from a remote 
part of the intestinal tract. Fortunately passage 
of blood is most often from a simple disease, 
but it must not be taken for granted that a seri- 
ous malady is not responsible. Also, it should 
be kept in mind constantly that benign and ma- 
lignant rectal disease may coexist. It is de- 
plorable that many times hemorrhoidectomy has 
been performed when well advanced carcinoma 
was present only a few inches away. High ex- 
amination is always indicated when there are 
rectal symptoms, particularly bleeding, but pos- 
sibly it is wise not to attempt passage of the 
sigmoidoscope beyond the rectosigmoid unless 
One is experienced in proctoscopy. An inflamed 
or ulcerated bowel is fragile and easily ruptured. 
Perforation of the rectum into the peritoneal 
cavity during proctoscopic examination occurs 
more often than is reported. 
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Some physicians, when suspecting malignancy 
of the lower bowel, order roentgenoscopic ex- 
amination, after which proctoscopic inspection is 
requested. The order should be reversed. If a 
growth is located through the instrument, biopsy 
can be made and the pathologic diagnosis deter- 
mined. Roentgenoscopy may not be necessary 
then. In this connection it should be said that 
occasionally a malignant tumor of the sigmoid 
may prolapse into the ampulla and be mistaken 
for a growth of the rectum. If such a condition 
is recognized operation may be greatly simpli- 
fied, and the customary colostomy and resection 
of the rectum avoided. This was well illustrated 
in a patient of mine five years ago. The growth 
in this case was in easy reach of the finger, but 
through the proctoscope it was located 8 inches 
from the anus. The diseased area was resected 
by Dr. A. Stephens Graham through an abdomi- 
nal incision. Proper examination and observa- 
tion saved this man from an artificial anus and 
the very formidable procedure of extirpation of 
the rectum. He has lived a normal existence 
since then without evidence of recurrence. 

All of us, physicians included, are more or less 
creatures of habit and sometimes we employ 
measures which may not be to the best interests 
of our patients. One in particular is the almost 
universal custom of prescribing enemas with soap 
suds. Usually when an order for these enemas 
is given there is little thought of the deleterious 
effect that this irritating substance may have 
on a sensitive part of the body. Every proctolo- 
gist has many records in his files which indicate 
that the initial rectal symptoms followed an en- 
ema of soap suds. A salt or soda water enema 
is fully as efficacious as one containing soap, and 
is not harmful. 

The indiscriminate use of laxatives should, 
also, be condemned. The physician should con- 
sider it his duty to encourage patients inclined 
to constipation to avoid the use of laxatives if 
at all possible. Often one is surprised how 
quickly a sluggish and inactive bowel will re- 
spond in a cooperative patient to regulation of 
diet and habits. Not infrequently, however, 


_ temporary aid may be necessary in the form of 


mineral oil or one of the refined preparations of 
psyllium seed now available. Once regular evac- 
uations are established, use of these aids may be 
discontinued gradually. When a laxative seems 
indicated, all preparations containing phenol- 
phthalein should be avoided. This drug is irri- 
tating to the lower bowel and also to the urinary 
tract. 
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Occasionally a writer will mention hypertro- 
phied sphincter muscles. The truth is that what 
is generally considered hypertrophy is actually 
spasm and irritability of the muscle due to in- 
fection adjacent to it. The custom of forcibly 
dilating these muscles as a preliminary step in 
rectal operation is seldom justified unless fibrous 
constriction is present. Stretching sufficiently 
to overcome spasm, except temporarily, will 
sever some fibers of the sphincter muscles and 
may permanently impair their normal contractil- 
ity. If operation has taken care of all 
diseased tissue, spasm will disappear by the time 
the operative wounds are healed. 

Mistakes are easily made in the diagnosis of 
abscess in the anorectal region, particularly in 
the early stages. Abscess should be strongly 
suspected when there is constant pain which grad- 
ually increases in intensity. Here too often, also, 
various ointments and suppositories are pre- 
scribed without definite indication. Inspection 
of the perianal skin and palpation by gloved 
finger in the rectum are usually sufficient to diag- 
nose and locate an abscess soon after it has be- 
gun. Delay may be experienced, however, in 
definitely determining the presence of pus in the 
postrectal or superior pelvirectal spaces. 

Drainage should be established promptly when 
a diagnosis of abscess has been made. The habit 
of applying a poultice to “scatter the abscess” 
or “bring it to a head,” expressions often heard, 
is mentioned only to be condemned. In most in- 
stances incision and drainage are procedures 
which can be performed under local anesthesia 
in the office. The surgeon is indiscreet, to say 
the least, when he fails to inform his patient that 
an abscess is the first stage of a fistula and that 
a later operation will probably be necessary for 
a cure. Continuous packing, irrigation or cau- 
terization of a draining sinus, carried out for 
weeks with the hope of cure are not practiced 
by one familiar with rectal diseases. A few days 
after incision of an abscess when inflammation 
and swelling have subsided, a fistula, if it exists, 
usually can be recognized. Fistulectomy, how- 
ever, may be deferred for a few weeks until the 
abscess cavity has contracted and become walled 
off with fibrous tissue. In the meantime, fre- 
quent bathing of the parts and constant applica- 
tion of soothing ointment to prevent chafing are 
the only necessary treatment. 

Postoperative care in fistula is of utmost im- 
portance. The amount of attention given the 
wound often means the difference between cure 
and failure. For a time many surgeons advocated 
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excision of a fistulous tract with immediate su- 
ture. Failure to secure primary union was so 
common that the method now has been aban- 
doned almost entirely. Usually it is considered 
best to leave the wound open to heal by granula- 
tion. Until recent years surgeons thought it 
necessary to keep such tracts tightly packed with 
gauze until healing was complete; now they ad- 
vise that this practice be discarded, for continu- 
ous pressure of the gauze tends to force apart 
not only the wound edges, but also any muscle 
fibers which may have been incised. In the 
healing of such a wound there will be a wider 
and more extensive deposit of fibrous tissue which 
necessarily interferes with the normal function 
of the sphincters. Incontinence following fistul- 
ectomy is more often due to excessive scar tissue 
than to incised muscles. 

In presenting this paper it has not been my 
purpose to criticize the practice of other physi- 
cians, but simply to call attention to a few com- 
mon errors, as I see them, in the diagnosis and 
treatment of rectal disease. I take it for granted 
that none of us is entirely satisfied with his work. 
If we were, there would be no purpose in attend- 
ing these meetings. All of us make mistakes, but 
by observation and attention to minor details 
these errors will grow less frequent. As we be- 
come more efficient we, also, will derive greater 
pleasure and satisfaction from our work. Osler 
has very rightly said: 

“Learn to see, learn to hear, learn to feel and know 
that by practice alone you can become an expert.” 
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ALLERGIC CONJUNCTIVITIS* 


By Ratpu Bowen, M.D., F.A.C.P. 
Houston, Texas 


In reviewing the history of allergy, we find 
that the eye has played an important part in the 
evaluation of early research in the fields of tu- 
berculosis and serum disease. In spite of this 
early appreciation, that ocular symptoms may 
be allergic, the eye is an organ which has been 
most obstinate in its management. This is par- 
ticularly demonstrated by the various articles 
summarizing the treatment of allergic conjuncti- 
vitis. Many are still advocating foci of infec- 


*Read in Section on Allergy, Southern Medical Association, 


Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12415, 1940. 
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tion' as the paramount factor, others that ra- 
dium? treatment is the procedure of choice, and 
various French? writers insist that endocrinology 
explains all. 

In confronting any case of conjunctivitis we 
should first consider non-allergic possibilities. 
After this, allergy may be the explanation. For 
a working classification I have found the following 
very practical. 


ALLERGIC CONJUNCTIVITIS 
(1) Vernal conjunctivitis 


Types 
(a) Corneal (limbic) 
(b) Lid (palpebral) 


(2) Non-vernal conjunctivitis 


Factors 


(1) Botanical 
(2) Environmental 


: Types Factors 
(a) Sudden, transi- (1) Bacterial 
tory (2) Drugs and cosmetics 


(3) Foods 

(b) Chronic (bleph- (4) Environmental 
aroconjunctivitis) (5) Pollen 
(6) Fungi 


VERNAL CONJUNCTIVITIS 


This group has been excellently summarized 
by Lehrfeld’® as a specific form of an allergic 
ocular disease. Although more prevalent in the 
spring time in many parts of the country, I have 
observed that in the South it is both a spring and 
summer form of conjunctivitis. 

The two types are namely (a) limbic, and (b) 
palpebral. The former is purely seasonal, while 
the latter may become perennial, but with an 
absence of symptoms during the cold season. 
In keeping with Lehrfeld’s!® report, I have never 
seen the limbic type and the lid type occur coin- 
cidentally in the same patient. The lid types are 
divided into: 

(1) The simple follicular type. 

(2) The pavement epithelium (cobb‘estone 
type). 

(3) The granuloma or giant cobblestone type. 


In either case the disease is characterized by 
itching, lacrimation, photophobia, a bloodshot 
appearance and a mucous discharge, often con- 
taining eosinophils. The patients of this group 
frequently have other allergies. 

I have considered this syndrome during the 
past five years as nothing more than another 
phase of contact dermatitis. The following rep- 
resents my findings in fourteen cases. In these 
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I have tried to evaluate both the intrinsic and 
extrinsic components. 


GROUP FACTS 


All fourteen cases were typical vernal con- 
junctivitis. Their allergic background was 85 
per cent positive. Eleven were unilateral and 
three were bilateral genetically. The ages varied 
from 4% to 36 years. As to sex, nine were males 
and five females. In this group I had no ne- 
groes; however, in Lehrfeld’s!® group there were 
many included. Of his series the palpebral por- 
tion of the eye was never involved in the negro. 
I also observed that the portion of the con- 
junctiva most commonly involved in the chronic 
state of allergic conjunctivitis is the upper lid. 
In all the cases studied, the vision was not 
affected in the least by the allergic component. 


Other Allergies ——It is commonly thought that 
cases of vernal conjunctivitis have little hay 
fever. However, in this group 40 per cent showed 
true signs and symptoms. 


Food Tests—As also observed by Tuft,?? I 
did not find food a factor in a single case of 
vernal conjunctivitis. Various food omissions 
were of no benefit to the patient. However, in 
the non-vernal group I did find foods as offend- 
ers. 


Pollen Offenders—The majority were either 
of the grass, pigweed, ragweed or marsh elder 
group, and a few were due to tree pollen. 


Antigens (Aqueous versus the Oil Factor).— 
All cases were originally treated with the aque- 
ous antigen. Here the results were most dis- 
couraging. Later, I included the oil antigen 
which paralleled the aqueous factor by skin 
testing. Following this technic, the patients were 
materially improved. 


Oil Antigen—In each case I used both the 
water and the oil antigen, because I was unable 
to reproduce all the necessary parallel data such 
as we expect in contact cases. For example, all 
patch testing was negative. In some cases oil 
was instilled into the eyes with indefinite results 
because of the irritant character of the oil. 

As for the dosage, I followed the same sched- 
ule as we do in the supervision of regular con- 
tact cases of ragweed sensitivity. I also made 
sure that the oil antigen was prepared by using 
petroleum ether. 

The next question to be raised is the advisa- 
bility of trying the antigen by mouth. So far 
I have refrained, since Dr. Shelmire reports 
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in his skin cases an occasional severe reaction. 
Also, some oil antigens by mouth have produced 
some severe gastro-intestinal upsets. This re- 
sponse may be nothing more than an intestinal 
contact phase. 


Fungi.—All fourteen cases were tested with 
the various fungi. All were essentially negative. 
However, Feinberg’® reports several patients 
who were positive on testing and were also ben- 
efited by treating with fungi. 


Endocrine Factor—Since the French writers 
have emphasized the endocrine aspect I made 
routine cholesterol and basal metabolic rate de- 
terminations. All of these cases were normal 
except for one case which had a minor hypothy- 
roidism. 


Local Treatment—(1) The principle is fre- 
quent washings with cold boric solution. Then 
drop in the outer half of the eye some vasocon- 
strictor. Two practical ones are: 


(A) B 
Local anesthetic (“metycaine”) ...................... 065 


Sol. epinephrine chloride 1-1000.................... 4 
Boric acid (saturated) q. S$..2......----.--.--s-s00--. 30 
(B) B 
Solution epinephrine chloride 1-1000............. 4 
Antipyrine 3 
Boric acid 3 
Distilled water q. s : 30 
And occasionally estevin. 
(2) Cold compresses to the eye. 
(3) Silver protein antiseptics (“argyrol”) should not 
be used in vernal conjunctivitis. 
(4) In a few of the various obstinate cases radium 
may have to be considered. However, keep in mind 
that it does not cure the di 3 
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(5) Occasionally surgical intervention is justified. 


Diseases Often Confused with Vernal Con- 
junctivitis—tIn this group of fourteen cases, 
three had previously been treated for trachoma. 
To avoid future confusion I proposed the follow- 
ing key, which is a modification of Lehrfeld’s*® 
classification: 


Non-Vernal Group.—This group, as expressed 
by Kriickmann* in Woods’ article,° has the acute 
and chronic phase. 

“The first is the sudden, edematous type, more or less 
strictly localized, associated with the glassy edema of 
the conjunctival fold, without redness of the margins 
of the lid, or evidence of furunculosis or hordeolum. 
This is sudden in both its appearance and its disappear- 
ance. The second is blepharoconjunctivitis, associated 
with eczema of the lids. He also makes the point that 
the conjunctivitis which appears in hypersensitive 
persons after the injection of certain foodstuffs, notably 
shell fish and lentil, is indistinguishable from ‘the con- 
junctivitis produced at times by atropine.” 

In these two types we must consider bacterial 
toxins or their derivatives, drugs, cosmetics, 
foods, environment, pollen, and fungi. 


GENERAL DISCUSSION OF ETIOLOGIC FACTORS 


To determine causative allergens, it is im- 
portant to take a most thorough history of aller- 
gic background, diet, vocation, and avocation. 
Then make an allergic survey, including all anti- 
gens, as one would in the investigation of any 
case of hay fever or asthma. Here, it is espe- 
cially important to exclude various drugs and 
bacterial offenders. 


Pollen as a Factor—This type is familiar to 
all of us during hay fever time. Congestion is 
usually severe, profuse lacrimation and a non- 
purulent secretion without bacteria. Clinical 


DIFFERENTIAL DIAGNOSIS 


Chronic Allergic 
Trachoma Conjunctivitis 


(1) Never attended by itching | Always attended by itching 

(2) No eosinophils in dis- Eosinophils usually found 
charge 

(3) In old cases, pannus is | Cornea clear, Pannus never 
present or there is evidence occurs 
of previous pannus 


(4) Discharge not of “chewing | Discharge — of “‘chew- 
gum” type ing gum” t 
(5) No history of return every | In cases due to pollen, there is 


spring or summer a return of symptoms regu- 
; larly spring and summer 


Commonly associated with other 
allergic diseases 


Acute Catarrhal Acute Contagious Conjuncti- 
Conjunctivitis vitis (“Pink Eye’’) 


Mild itching after disease has | Itching not characteristic 
Rarely any eosinophils Rarely any eosinophils 


== injection of upper and | Easily recognized 
ower 


Mucopurulent discharge plus 
many bacteria 


Period of inflammation short, | Duration usually less than 
complicated by corneal weeks. Frequently 
r 


Se organisms, or any 
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benefit follows proper hyposensitization for the 
pollenosis, local instillation of epinephrine, or 
ephedrine, propadrine or another vasoconstrictor 
by mouth. I have found that drug tolerance can 
be predicted in many cases if the child is a “wet 
or dry sleeper.” 


Wet Sleepers.°—In taking the history of an al- 
lergic child, I always make special inquiry about 
the degree the child perspires while asleep. The 
type classified as the “wet sleeper” is the one 
whose forehead is beaded shortly after retiring 
and whose pajama neck is wet. At times the 
perspiration may be of such degree that one 
may wonder about nutritional imbalance or evi- 
dence of a disease. It is this type of child who 
tolerates ephedrine poorly, and may present the 
chain of symptoms such as irritability, head- 
ache, vomiting and insomnia. I prefer propadrine 
hydrochloride for the “wet sleeper” since its 
action is mainly peripheral, and does not have 
the cortical feature which is often seen after 
the use of ephedrine. 


I do not wish to convey the impression that 
the above is to be taken dogmatically, but clin- 
ically the simple division of children into the 
groups of “wet” and “dry” sleepers has been a 
practical guide in the prescribing of ephedrine 
and epinephrine. I believe this excessive perspi- 
ration signifies an imbalance between the two 
nervous systems. 


Drugs and Cosmetics.—In this type there is 
usually a marked zone about the eye which is 
also swollen and erythematous. The lids are 


Fig. 1 
Typical cobblestone lesions seen in vernal catarrh. 
courtesy of Dr. Warrick J. Thomas, Cleveland, Ohio.) 


BOWEN: ALLERGIC CONJUNCTIVITIS 


(Shown through 


187 


frequently eczematous and edematous. Con- 
firmation of the offending drug can frequently 
be demonstrated by patch testing. One must 
keep in mind that the test should be placed as 
near the affected part as possible. Also, remem- 
ber that after the offender is withdrawn, areas of 
irritation may persist for days. 

Woods,® in summarizing Landsteiner,’ says: 

“Simple inert substances, even metals, may combine 
with native protein to form sensitizing substances. 
This is probably the explanation for the development 
of hypersensitivity to drugs by the conjunctiva. The 
offending drug, in contact with the lacrimal secretion, 
forms a foreign compound capable of producing specific 
sensitization.” 

These cases are frequently seen in patients 
who try for the first time a new cosmetic, a local 
ointment for dermatologic reasons, and also 
where cocaine or another local anesthetic 
(“butyn”) is used in the eye. Occasion- 
ally an upset may occur from intravaginal 
medication following the use of picric acid 
or quinine. In such offenders one cannot 
be satisfied with the simple question, “Do 
you use any drugs?” Instead, you must 
start with the scalp and make careful inquiry as 
to all medications. Continue in this manner for 
all systems in the body. Make very careful in- 
quiry as to what is used for scalp treatments at 
the beauty parlor or barber shop. Make special 
inquiry as to what is in the patient’s medicine 
cabinet. In fact, all such cases justify a physi- 
cian’s personal survey of the patient’s home. 


Bacterial Factors ——The assignment of ocular 
sensitivity to a particular portion of the 
mosaic of bacterial antigens is still a mat- 
ter of controversy. 

At the Wilmer Ophthalmological Insti- 
tute® in fifty cases showing staphylococci 
as the chief offender, a staphylococcus 
toxin was used. In these fifty cases bril- 
liant results were attained. The cutaneous 
sensitivity was determined by the intra- 
cutaneous injection of 0.1 c. c. of a 1:100 
dilution of the toxin. The normal reaction 
is from 3 to 4 cm. in diameter. Otherwise 
a strength of 1:1000 or a 1:10 is used, 
| depending on the response to 1:100. In 
| the event a 1:100 can be used the initial 
dosage is 0.1 c. c. A four day schedule 
is then followed. As a general rule 4 to 
10 injections are sufficient. Then the di- 
lution of the toxin is concentrated ten times, 
the concentration being increased from 
1:1000 to 1:100 or from 1:100 to 1:10, 
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and 0.1 c. c. of this stronger concentration is 
given until again a minimal reaction is obtained. 
This is continued until the patient can tolerate 
0.1 c. c. of pure toxin with a minimum reaction. 
Occasionally there will be transitory ocular flare- 
ups following this schedule. 


In a recent letter, Dr. Woods® says: 


“The staphylococcus toxin used is one prepared from 
the virulent strain of hemolytic Staphylococcus aureus 
isolated here some years ago which returned the HA 
strain. I believe the toxin gives better results than 
does the toxoid, which is the detoxified toxin. The toxin, 
however, can be obtained commercially.” 


Streptococcus Toxin——The evidence for this 
group as confirmed by Swift® is that for strepto- 
cocci we should depend on vaccine therapy with 
the killed organisms. He also demonstrated that 
intracutaneous injection of killed streptococci 
tends to sensitize rabbits, and that intravenous 
injections of the organisms produce an immunity. 
In this case they usually gave 0.5 c. c. containing 
approximately 5,000,000 heat-killed organisms. 
Always keep in mind the possibility of a sys- 
temic reaction. Unlike the staphylococcus, the 
therapeutic principle in streptococci requires 
that the material be administered intravenously. 


“Vaccine therapy, based solely on cutaneous reactiv- 
ity to bacteria, in the present state of knowledge, is to 
my mind unjustifiable and scientifically indefensible. 
In the normal course of life any average human being 
is bound to become hypersensitive and show a cutaneous 
reactivity to a host of common bacteria to which he is 
constantly exposed. Many investigators have shown 
that the greater percentage not only of diseased persons, 
but of normal persons, have a cutaneous sensitivity to 
common organisms, such as streptococci and their deriv- 
atives. 

“Tf one accepts such cutaneous reactivity as a criterion 
for vaccine therapy, there is no disease in the whole 
gamut of pathological conditions of man which should 
not be so treated. 

“The patient has no chance of escape. Further, it is 
not clearly shown whether the vaccine should be pre- 
pared from the bacterial bodies or from the filtrates. 
In the case of staphylococci, as it has already been 
pointed out, all the evidence indicates that the maxi- 
mum protective effect is obtained by a properly pre- 
pared filtrate of toxin, while in the case of streptococci 
the present indicators are for the use of vaccine prepared 
from the bacterial bodies. In ocular conditions there 
appears to be little justification for the use of vaccine 
prepared from the intestinal flora. Certain cases justify 
specific vaccine therapy. But in the main there is a 
tendency for its too promiscuous use as a therapeutic 
agent and not enough allergy exclusion.” 


The above is proffered by Dr. Woods.5 


A recent article by Thomas and Warren,’° in 
a review of thirty cases of allergic conjunctivitis, 
reported that 50 per cent gave a very strong 
reaction to stock vaccines consisting of vaccines 
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made from nine different varieties of organisms. 
They made no interpretation, but recorded this 
observation. 


Food as a Factor.—As formerly stated, I have 
never seen food as a factor in any case of vernal 
conjunctivitis. However, it can be of much sig- 
nificance in the acute and chronic non-vernal 
group. Often the offending food may exist 
where least expected. For a few examples, ground 
beef may have had tomato juice added by the 
butcher to give it that fresh appearance of red- 
ness. The tuna fish may cause an allergic upset 
because of the fact that cottonseed oil is used in 
packing. Certain brands of catsup contain in 
addition to tomato, spices and onion, given 
amounts of seafoods and walnuts. Our morning 
breakfast roll may be covered with ground soy 
bean, which you may believe is ground nuts. 
One must also keep in mind that grape sensitive 
cases may be affected by the cream of tartar in 
angel food cake. Last, but not least, the “lowly 
noodle’! has followed camouflaging. In the 
past, it has been blamed for its egg or wheat 
content. Now certain brands contain no egg, 
but for a golden coloring contain a coal tar de- 
rivative (naphthal yellow S.). This would be 
particularly troublesome to one who is known 
to be aspirin sensitive. At present there are 
now fifteen coal tar dyes which have been ap- 
proved by the Food and Drug Administration for 
use in foodstuffs.!* 


Environment.—In all cases of allergic con- 
junctivitis it is an advantage, irrespective of 
positive skin tests, to advise hypo-allergenic cos- 
metics. Insist that everyone change to these, 
including wife, maid and husband. Also, insist 
that old powder puffs and purses be discarded, 
because they contain too much of the cosmetic 
which was the original offender. Cover all pil- 
lows with an adequate pillow casing, such as 


’ Egyptian cloth or rubberized silk, for in so doing 


the inhalant factor will be minimized. Dis- 
courage an active interest in gardening. Re- 
member the insecticide may be a frequent and 
innocent irritation because of the fact that the 
majority contain a pyrethrum base. A new in- 
secticide contains a derivative of castor bean. 
For cases sensitive to pyrethrum two good sub- 
stitutes are “Killit” and “Cedarene.” Discour- 
age pets from the home. Also, keep in mind that 
certain hobbies may be trouble makers. Partic- 
ularly this is true of model airplane making, be- 
cause of the exposure to various glues which are 
usually from a fish source, while the glue on 
postage stamps is of vegetable origin. 


Vol. 34 No.2 


ALLERGIC CONJUNCTIVITIS DUE TO HAIR OIL 


The fact that a specific sensitization to orris 
root may cause acute conjunctivitis is common 
knowledge, and that it may be the cause of 
chronic conjunctivitis of the so-called vernal type 
is illustrated by the following case: 


C. M., a boy, aged 9 years, was brought to the office 
to determine the cause of chronic conjunctivitis of two 
years’ standing. Irrespective of intensive and good 
medical care, this boy’s eyes itched, were markedly red- 
dened, and at night frequently showed edema of the 
lids. Allergic review was advised because many mem- 
bers on the paternal side of the family had migraine. 

Physical examination was essentially normal except for 
bilateral conjunctival redness, injection of scleral vessels 
and some edema of the lids. Smears from the eyes con- 
tained no bacteria, but there were many eosinophils. 


Except for a major reaction to orris root, test findings 
were negative. On further inquiry, the father admitted 
that during the past two years considerable hair oil had 
been used on the patient’s hair, since it was of a wiry, 
bushy type. Orris root from cosmetics could be only 
a minor factor, since there were no women in the 
home except his grandmother, and she used none. 


I advised discontinuation of hair oil, and within forty- 
eight hours he was 75 per cent improved, and within 
thirty days his eyes were normal. Nearly two years 
have elapsed and the child is still free of all symptoms. 


ALLERGIC CONJUNCTIVITIS DUE TO CAMPHOR 
BALLS 


Mrs. F. W., aged 23 years, reported to my office one 
day in August of this year, and complained of a typical 
case of allergic conjunctivitis of two years’ standing. 
Prior to coming to Houston this patient had lived in 
New York City. For a period of two years intensive 
investigation and therapy had been supervised by various 
clinics, but to no avail. 

This patient for the first time in two years experi- 
enced relief when she and her husband left New York 
City for Houston by way of St. Louis. This improve- 
ment occurred when she was but two days out from 
New York. On arriving at St. Louis she was completely 
well. The following evening she decided to attend the 
outdoor opera. It was cool that evening, so she wore a 
woolen sweater. Within a few hours all of her old 
trouble returned acutely. This difficulty persisted until 
she reached Houston. Before coming to see me this 
patient had gone to the sea coast twice, and on both 
occasions she was unable to swim because of her eye 
condition. Instead she knitted. Each time after re- 
turning from the coast her eye trouble became more 
acute. 


With this history of a flare-up after wearing a woolen 
sweater to the outdoor opera, and also following two 
knitting experiences, one would be led to suspect wool 
as the offender. All allergic tests, including wool, were 
negative. I then investigated the home, and there was 
the answer. Packed in her knitting yarn and woolen 
garments were numerous camphor balls. Complete ex- 
clusion of these and a thorough laundering has afforded 
the patient 100 per cent relief. 


Fungi.—aAlthough I failed to find fungi re- 
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‘sponsible in the vernal conjunctivitis group, re- 


cent reports by Rinkel,1* Feinberg,» Thomas,1® 
Figley,!* Simon?® and Stroud”! show that it is an 
important factor in the non-vernal conjunctivitis 
group. 


CONCLUSIONS 


(1) Allergic conjunctivitis may be of two 
types: the vernal and non-vernal. The factors 
for the former are botanical and environmental, 
and food is never an offender. 


(2) Vernal conjunctivitis is a form of contact 
dermatitis. Its treatment is expedited by using 
both the water and fat soluble antigen. 


(3) The non-vernal type may be the result 
of cosmetics, drugs, bacteria, foods, environment, 
pollen and fungi. 


(4) This problem can best be approached by 
a close cooperation of the ophthalmologist and 
allergist. 


(5) The practical management of either type 
at times does not end with an office survey, his- 
tory taking and allergic testing, but it is para- 
mount that the physician personally visit the 
patient’s home and place of employment. 
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DISCUSSION (Abstract) 


Dr. C. Malone Stroud, St. Louis, Mo—I have had 
two failures in cases of this type since I received Dr. 
Bowen’s paper, and they came about in this way: one 


— 
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was a mistake in diagnosis and the other was an im- 
proper consideration of the probable offending factor. 

In one of our cases, the eye lesion was apparently 
due to acne rosacea, and treatment of that resulted in 
prompt disappearance of the conjunctivitis. This is a 
complicated subject. 

The treatment of allergic dermatitis should be done 
with the dermatologist, and treatment of this condition 
should be done with an ophthalmologist. 

A number of my cases have responded well who 
have shown reactions to fungus extracts. 

Dr. Bowen called my attention several years ago to 
his use of resinous and aqueous extracts in the treat- 
ment of vernal conjunctivitis. Whereas I formerly had 
about 100 per cent failure in the treatment of vernal 
conjunctivitis, I have found that some cases can be 
managed by the use of the resins or oleoresins of the 
plants involved. 


Dr. J. Warrick Thomas, Cleveland, O.—I entirely 
agree with Dr. Bowen that the problem of allergic con- 
junctivitis should be approached by the allergist and the 
ophthalmologist together. 

In a series of thirty-odd cases which I studied, each 
patient with few exceptions was seen by Dr. A. D. 
Ruedemann, of the Cleveland Clinic Department of 
Ophthalmology, and only by close cooperation with him 
was I able to obtain satisfactory results. 


In many instances, Dr. Ruedemann referred patients 
to me in whom there were no other manifestations of 
allergy. In this group, it was questionable whether 
there was a definite allergic basis for the conjuncti- 
vitis; however, a program of allergy management was 
instituted since all previous ophthalmologic treatment 
had failed. 

In the cases presented by Dr. Bowen, the age of the 
patients did not extend beyond 30 years. In my series 
of cases, the age of the patients extended to 65 years. 
That fact may have some bearing upon the role played 
by bacterial vaccines, since the series included a number 
of elderly individuals. 

As far as foods are concerned, I feel reasonably 
sure that the patient presented upon the screen was a 
case of allergic conjunctivitis caused by foods, since 
he was relieved by the elimination of wheat from his 
diet, and experienced symptoms following the ingestion 
of bread. 

I have had positive patch tests in a number of cases, 
usually those of a chemical nature in which there was 
a contact with pontocaine, procaine or phenacaine. 

Many of these patients present a mild conjunctivitis 
which may be explained by allergy. They have been 
treated indiscriminately by physicians with various op)- 
thalmic ointments to which they may be sensitive. Foi- 
lowing the use of the ointments, a definite flare-up of 
symptoms may progress to a definite contact dermatitis 
around the eyes. 

I shall mention only briefly the question of fungi 
and bacteria. In the series which I studied, both fungi 
and bacteria were implicated, since we were able 
to reproduce the patient’s symptoms with overdosage 
of fungi extracts and autogenous or stock bacterial vac- 
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cines, depending upon the material used. Such extracts 
and vaccines have a place in this type of treatment 
if they are carefully administered. 

Rather than using an extract from a single inhalant, 
a combination of the inhalants, as well as epidermals 
and molds, is preferable. We use stock or autogenous 
vaccines in the program of treatment whenever indi- 
cated. 

The best results from treatment are secured by the 
close cooperation of the allergist and the ophthalmolo- 
gist, 

I happened to have a case of conjunctivitis which 
showed a sensitivity to dog hair along with fungi and 
bacteria. 


Dr. Leon Unger, Chicago, Ill—We must be very 
careful to distinguish the two groups of allergic con- 
junctivitis, the seasonal and the non-seasonal. They are 
very different. We have all seen patients with contact 
dermatitis in the eyelids due to various substances, for 
example, butyn or quinine; and other cases due to in- 
halation of feathers or orris root. 

I do not believe that we can as yet accept allergy as 
the main cause of seasonal vernal catarrh, despite the 
work of Lehrfeld and others. Other men do not agree 
with Lehrfeld’s conclusions, 

There has as yet been no definite correlation between 
pollen, for example, and vernal catarrh. The seasons 
do not fit. When the pollen of grasses is in the air, 
vernal catarrh does not necessarily begin. It comes 
with hot weather and its symptoms do not agree with 
pollen counts. It does not seem to fit in with mold 
counts, either; therefore, I do not think that we have 
proven that vernal catarrh is necessarily allergic. 

It is known, of course, that many patients with ver- 
nal catarrh also have true hay fever. These individuals 
give positive tests to pollens, but hay fever is one thing 
and vernal catarrh is another. Many cases of vernal 
catarrh give negative skin tests and yet their symptoms 
come on year after year with hot weather. 

Occasionally a patient with vernal catarrh may de- 
velop a severe inflammation of the eye. He should have 
the benefit of specially made goggles and of air filters 
if he happens to be also sensitive to pollens. I have 
seen some very nasty ulcers which led to opacities in the 
cornea, with resultant blindness or partial blindness. 
If these patients have goggles and air filters so that 
pollen cannot get at the eye, they are less likely to have 
complications. 

I have had personal experience with vernal catarrh 
which I cannot correlate with allergy. I had it myself 
for three summers. It started in June and disappeared 
entirely at the end of the third summer. That was 
about twenty years ago. Hay fever does not disappear 
like that, at least until old age. 


Dr. Alan Cazort, Little Rock, Ark—lI should not dis- 
cuss this paper but will, because I feel that we have 
little evidence that conjunctivitis occurring alone usually 
is allergic. We all see cases which we believe to be 
allergic and treat them on this basis; sometimes suc- 
cessfully, but more often not. I certainly do not think 


evidence has been presented, nor have I recognized clin- 
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ical evidence, if it exists, that conjunctivitis is com- 
parabl2 to contact dermatitis. The experimental work 
we saw yesterday would indicate that oil antigens affect 
the mucous membranes little if at all. We should not 
expect the eye to react. 

On2 ca e shown seems also to have contact dermatitis 
about the eyes. We see conjunctivitis associated with 
contact dermatitis. I have usually found the latter 
due to medication applied for the conjunctivitis. It 
is probable also that the patient with itchy eyes carries 
many antigenic substances to the lids with his hands, 
rubbing the eyes. 

Dr. Bowen says that the patients do not react to the 
suspected offenders by patch tests, which is not the case 
in contact dermatitis. 

As to the matter of effective treatment, injections of 
milk and cf bacterial protein or any other agent pro- 
ducing a good local rzaction frequently are beneficial. 
I suppo-e castor oil would relieve some. 


Dr. George L. Waldbott, Detroit, Mich—Several years 
ago I reviewed the records of twenty-eight patients 
with allerzic conjunctivitis. A few interesting points 
were noted in this investigation. That contact is a 
very important factor in producing this condition was 
ably brought out by Dr. Bowen. This undoubtedly has 
bzen somewhat neglected in the literature. Soaps, drugs, 
hair setting fluids, hair nets, eyelash dyes and other cos- 
metics, in short, anything causing contact dermatitis 
is also liable to cau-e contact conjunctivitis. In these 
cases, intradermal skin tests must necessarily b2 nega- 
tive. 

In about eight or ten of my patients the conjunctivitis 
initiated a more or less chronic allergic situation, in- 
volving nose and lungs as well. I therefore feel that we 
should consider the presence of allergic conjunctivitis 
as a warning signal that our patient may later develop 
other allergic diseases. 

The fact that a patient with vernal catarrh gives 
negative skin reactions to pollen and fungi which are 
in season at the time should not make us refrain from 
giving proper desensitization treatment with these anti- 
gens. With pollen as well as fungi I have obtained very 
satisfactory results, provided that the treatment was 
built up to sufficiently high doses. The oil extracts 
which I, too, had employed for some time were not so 
effective as regular extracts. 


Dr. Bowen (closing) —As was brought out by Dr. 
Thomas, this problem is one which should always be 
shared jointly by the ophthalmologist and the allergist. 

The 14 cases I presented were all reviewed by an 
ophthalmologist. In this group our good clinical results 
were materially increased after considering the syndrome 
of vernal conjunctivitis as another phase of contact 
dermatitis. 


Dr. Unger says that pollen is not the etiologic offender 
in vernal conjunctivitis; yet he admits that such pa- 
tients are benefited if they will wear goggle-like glasses. 
To me this is in itself an admission of the extrinsic 
factor. Clinically, I am convinced that pollens are one 
of the main offenders. 


In any case with a conjunctivitis, be it acute or 
chronic, may I again urge that we first rule out the 
organic possibilities. Last, but not least, do not forget 
allergy. 
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PRURITUS ANI ET VULVAE: A SYMPTOM 
OF ECZEMA* 


FURTHER OBSERVATIONS AND REPORT OF 61 ADDI- 
TIONAL CASES 


By Howarp Hatrtey, M.D. 
Atlanta, Georgia 


In a recent paper? on this subject 139 cases 
were reported. This paper is in the nature of a 
seco. report and brings the number of cases 
of pruritus ani and pruritus ani et vulvae to a 
total of 200. A comprehensive review of the lit- 
erature was made prior to the first paper, which 
carries the bibliography. It is suggested that 
those interested in this subject read the first pa- 
per by Dr. Hugh Hailey and myself. In this 
paper we projected the idea that pruritus ani et 
vulvae was a symptom of eczema of the anus and 
vulva. We stated there were two causes for ec- 
zema, namely: an indirect cause which is fur- 
nished through heredity, and a direct or exciting 
cause which may be an external or internal ex- 
citant. The exciting causes have been previously 
enumerated. I believe that the emotions under 
certain conditions may and do excite attacks of 
eczema as well as asthma, hay fever and urticaria. 


This recent and heretofore unreported group 
of 61 cases emphasizes and substantiates our 
claims in the first paper. I now believe that 
cystitis in many patients is a manifestation of 
hypersensitivenesst and should be added to the 
previous list which included hay fever, asthma, 
eczema, urticaria, migraine, arthritis, sinusitis 
and pyelitis. All of these conditions are too 
prevalent in patients with eczema of the anus 
and vulva to be merely coincidental. These hy- 
persensitive patients are not cured following re- 
moval of suspected foci of infection. One must 
not assume that all cases of pyelitis and cystitis 
are of infectious origin because pus cells and 
bacteria are present. Instrumentation of these 
hypersensitive patients is contraindicated. Most 
of the common bacteria at some time can be cul- 
tured from open eczema lesions as well as from 
the swollen lining mucous membrane of the sinuses 
and internal organs. The internists are con- 


*Chairman’s Address, Section on Dermatology and Syphilology, 
Southern Medical Association, Thirty-Fourth Annual Meeting, 
Louisville, Kentucky, November 12-15, 1940. 

*From Emory University School of Medicine. 

tHailey, Howard; and Hailey, Hugh: Pruritus Ani Et Vulvae. 
Arch. Dermat. & Syphilol., 40:726-741 (Nov.) 1939. 

‘Manifestations of hypersensitiveness’’ or hypersensitive mani- 
festations, are synonymous and preferred by the author to “allergic 
reactions.” 
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stantly identifying syndromes of the internal or- 
gans and joints as hypersensitive manifestations 
which heretofore were believed to be due to in- 
fection or some other cause. 

The hypersensitive individual furnishes the va- 
rious clinical pictures of drug reactions. In re- 
cent months I have seen seven cases of argyria. 
A strongly positive family history for hypersensi- 
tive manifestations was obtained from the family 
of each patient with argyria. 

I believe that all physicians should give more 
attention to the family history before advising 
an operation or prescribing any drug which com- 
monly produces untoward reactions. What has 
become of the “‘status lymphaticus” explanation 
of sudden death following local and general an- 
esthesias and accompanying surgical procedures? 


Fig. 1, Case 29 
Male, aged 27, had eczema of anus, scrotum, ears and both 


of several years’ duration. Patient had colitis, which 
was diagnosed as allergic before coming under our care. 
Mother and sister have bronchitis. 
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We have seen an unusually large number of 
patients during the past year who had an acute 
dermatitis from the dye in new rayon dresses and 
various items of wearing apparel containing rub- 
ber. Invariably, we have found these people 
to be suffering from one or more of the enu- 
merated hypersensitive manifestations or that 
they had a strongly positive family history tor 
the conditions. 

To illustrate, in my mind comes the picture of a young 
woman who has hay fever, urticaria and eczema. She 
consulted me for an acute dermatitis of the axillae. The 
patch test with rubber from a well-known dress shield 
gave a strongly positive reaction. Vitiligo followed the 
disappearance of the dermatitis. In six weeks she re- 
turned with an acute dermatitis confined to a 4-inch 
band encircling the body. This was proven to be due 


Fig. 2, Case 40 
Female, zged 21, had eczema of anus, vulva and both ears 
of nine months’ duration. On the maternal side her mother 
and grandmother had sinus trouble; grandfather and uncle 
had migraine; aunt had hay fever; first cousin had pyelitis. 
the paternal side her father had psoriasis; half sister 
had hay fever. 
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to the rubber in a new pair of pants. Before she had 
fully recovered from the dermatitis due to the rubber 
she returned with a new but narrower band of derma- 
titis about the body and just below the subsiding 4-inch 
band of dermatitis, which resulted from the rubber elas- 
tic guard belt. 


I am attempting to emphasize the importance 
of the history of hypersensitiveness, for it is these 
persons who have eczema of the anus and vulva 
as well as other parts of the body. We stated 
in the first paper that we believed, if reliable his- 
tories could be obtained in every case, that the 
percentage of patients with positive histories of 
hypersensitive manifestations would approximate 
100. In our first group of 105 patients the per- 
centage of “positives” was 60. In the second 
group of 34 patients the percentage of “posi- 
tives” was 62. In the group being reported to- 
day 49 of the 61 patients, or 80.32 per cent, were 
positive. This large increase in the percentage 
of “positives” has been due to more perseverance 
on our part in contacting relatives and insisting 
that the patient communicate with relatives in 
an effort to obtain the information we desired. 
It was surprising to see the number of returned 
cards showing several instances of hypersensitive 
manifestations in the patient’s family, although 
he had insisted during his first visit to the office 
that none of his people had “those troubles.” 

In this group of 61 white patients with pru- 
ritus ani et vulvae the duration of the complaint 
was from three months to ten years. Some pa- 
tients reported repeated attacks with periods of 
freedom from itching, with or without treat- 
ment, which would last weeks to months. Others 
reported that the itching was continuous. Every 
experienced dermatologist knows that frequently 
eczema spontaneously disappears and may or 
may not reappear in that particular area. The 
youngest patient in this group was 6 months old 
while the oldest was 80 years of age. Several 
patients reported that they had been operated 
upon. The most frequent operation was hemor- 
rhoidectomy. Next in order of frequency was 
the operation for removal of crypts and papillae. 
Permanent relief did not follow in a single in- 
stance. In two patients there was no pruritus 
until after hemorrhoidectomy. One patient re- 
ported pruritus which had been persistent since 
an operation six years before. She had eczema 
elsewhere and a positive history for hypersensi- 
tive manifestations. Proctologic operations 
are needed and should be done when indicated, 
but we strongly believe that those patients who 
have been operated upon for eczema (pruritus 
ani) if followed for a sufficiently long time will 
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prove to be disappointing to the operator. The 
patient does not obtain permanent relief from the 
itching. 

In this group of 61 patients, 27 are males and 
34 females. There are: 6 cases of pruritus ani 
only in females; 8 cases of pruritus vulvae and 
20 cases of pruritus ani et vulvae. Eight pa- 
tients have asthma and 6 of the 8 also have hay 


Fig. 3, Case 48 
Male, aged 28, had eczema of the anus (four months’ du- 
ration), penis, face and ears (12 years’ duration). He also 
had hey fever. His father and mother died when he was 
an infant. He did nct know any of his relatives; therefore, 
his family history for manifestations of hypersensitiveness 
cannot be accurately reported. 
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Eighteen of the 61 patients have hay 
fever. This number includes the 6 who also have 
asthma. Twenty-nine and five-tenths per cent 
of this group of patients with pruritus ani and 
pruritus ani et vulvae also have hay fever. This 
frequency appears to be too often for acceptance 
as a coincidence. All 18 hay fever patients have 
eczema elsewhere on the body other than the 
anus or vulva. Seventeen of the 18 hay fever 
patients have a positive family history for hyper- 
sensitive manifestations. A patient, represented 
in Case 6, does not know any of his relatives. 
Eighty-six and eighty-eight hundredths per cent 
of the 61 patients have eczema elsewhere; 80.32 
per cent of the 61 patients have a positive his- 
tory for one or more, usually several, manifesta- 


fever. 


Fig. 4, Case 50 
Female, aged 34, had eczema of the znus, vulva, breast, 
face and ears of one year’s duration. She awakened five 
to six times during te night because of a desire to void, 
which she has done for two or three years. On the ma- 
ternal side her mother hed cystitis py-litis, arthritis and 
migraine; her grendmother had migrzine. On the paternal 
side her father had eczema; sister and niece had eczema; 
and her grandfather and u-cle h d <sthma. 
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tions of hypersensitiveness in one or more, usu- 
ally several, immediate blood relations. 


I now wish to present evidence in support of 
my beliefs concerning pruritus ani et vulvae in 
the following abstracted case histories. 


Case 1.—A boy, aged 12, had eczema of the perianal 
region and upper lip. He also had eczema and hay fe- 
ver. His paternal grandfather had eczema and paternal 
aunt had asthma. 


Case 2—A woman, aged 32, had eczema of vulva, 
perianal region, buttocks, ears and scalp. Her mother 
had eczema and migraine. Her boy, aged 1, had had 
eczema since he was 6 weeks old. She did not know 
her grandparents. Her history showed that pruritus 
of the vulva and perianal region began two years pre- 
viously, shortly before pregnancy. Her obstetrician 
told her that he believed the itching would disappear 
after the birth of her baby. After delivery the pruritus 
persisted and she was referred to a gynecologist, who 
treated her three months for an “infection” which he 


Fig. 5, Case 61 
Female, aged 51, had eczema of the vulva, groins, perianal 
region, abdomen, inframammary regions, ears (15 years’ 
duration), arms and palms (4 months’ duration). She also 
had hay fever and asthma. Her mother had had migraine 
for years; two sisters had my fever; her daughter had hay 
ever. 
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told her caused the itching. She went to a second gyne- 
cologist and later to a dermatologist, who advised that 
her trouble was due to diet and suggested that she see 
a gynecologi't. She elected to see a second dermatolo- 
gist. 


Case 3—A woman, aged 50, had eczema of the vulva 
and eyelids. She had never consulted a physician. She 
had had many attacks of pyelitis and cystitis, the cause 
of which had never been discovered. Her daughter had 
asthma and hay fever. 


Case 4——A woman, aged 37, had had eczema of the 
perianal region for six years. Shortly after operation 
for hemorrhoids and fi:tula the trouble began. She had 
also had hay fever for twelve years. Two maternal 
uncles and aunts had migraine. Her paternal grand- 
mother had arthritis. She was relieved of the pruritus 
and dismissed four weeks later as clinically we!l follow- 
ing treatment for eczema. Thirteen months later she 
returned to the office with an acute attack of eczema 
of the eyelids and chin. She said that she had had two 
previous attacks of eczema of the eyelids, but that she 
had not had any trouble with eczema of the perianal 
region (pruritus ani). 


Case 5—A woman, aged 53, came to the office because 
of a dry, infiltrated patch of eczema 10 centimeters in 
diameter near the left elbow. It was the dry type of 
eczema known as lichen simplex or neurodermatitis. 
The patch had been present for ten months. She was 
asked if she had ever had itching of the vulva. Her 
answer: “Lord, yes, but I went to the doctor and he 
assured me nothing was wrong.’ Examination revealed 
on two-thirds of the length of the right side of the 
vulva and lower pubic region a dis olored patch which 
was markedly infiltrated. She placed her finger on the 
area and said: ‘Doctor, I have been itching there off 
and on for more than a year.” This patient had had 
asthma since the age of 16. She also had hay fever. 
Her brother had sinus trouble. Her half-aunt on ma- 
ternal side had asthma. The father had arthritis. 


Case 6—A man, aged 25, had moist eczema of the 
perianal region. Multiple abrasions and fissures were 
present which had resulted from trauma produced by 
scratching in an effort to get relief from the pruritus. 
He also had hay fever. He was an only child whose 
parents died while he was very young and he did not 
know any of his relatives. This case points out the 
fact that while this history of manifestations of hyper- 
sensitiveness must be reported as negative in the par- 
ents or immediate blood relations, it cannot be consid- 
ered to be an accurate history. This history and similar 
ones illustrate why we are unable to report that 100 
per cent of the cases of eczema of the anus and vulva 
have a positive family history for manifestations of 
hypersensitiveness. 


Judicious treatment of eczema of the anus and 
vulva will cure the immediate attack and relieve 
the pruritus which is the only symptom that 
forces the patient to seek medical attention. 
X-rays are our most valuable single agent in 
combating eczema. They must be used cau- 
tiously and should be administered only by those 
experienced in the treatment of diseases of the 
skin. Those who attempt to treat eczema by 
use of x-rays alone will meet only with disap- 
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pointment. After the patient has recovered from 
an attack of eczema he should be given an out- 
line of the routine he should follow in order to 
discourage recurrent attacks and shorten their 
duration. 

Unless a halt comes to intermarriage of mem- 
bers of families with hypersensitive manifesta- 
tions, almost everyone in a few generations will 
have inherited a predisposition to eczema or one 
or more of the other hypersensitive manifesta- 
tions. Then medicine will be largely a profes- 
sion occupied in the alleviation of hypersensitive 
manifestations. No one can boast of permanent 
cures. Cures often happen, but most frequently 
they cannot be satisfactorily explained. The 
subject of the “cure” of the various mani- 
festations of hypersensitiveness has been at- 
tacked, I believe, from the wrong angle. 
Individuals of marriageable age who are con- 
sidering marriage, if they are from families with 
records of frequent cases of hypersensitive man- 
ifestations, even though they have none of the 
manifestations of hypersensitiveness at the time, 
should not marry into families of similar records. 
It is because of this hereditary factor, or direct 
cause, that I believe the solution is a biologic 
one. 

Our dream is to select a sufficiently large num- 
ber of families with positive histories of mani- 
festations of hypersensitiveness, and to attempt 
to establish worth-while records on each indi- 
vidual. The individuals are to be told to select 
mates with negative family histories for mani- 
festations of hypersensitiveness. Records then 
should be kept of their offspring. We believe 
that in five to ten generations the maladies 
known as manifestations of hypersensitiveness 
would thus be eliminated. This sounds utopian, 
but I firmly believe in it. 


With the aid of an interested university or 
foundation and a group of intelligent families 
whose members were affected, this experiment 
would not be an insurmountable task. 


SUMMARY AND CONCLUSION 


This report substantiates the claims of our 
first paper on this subject, namely: (1) pruritus 
ani et vulvae, when persistent with or without 
remissions, is a symptom of eczema of the anus 
and vulva and not a clinical entity. (2) The 
presence of eczema elsewhere, other than on the 
vulva or anus, together with a positive history 
of one or more manifestations of hypersensitive- 
ness in one or more immediate blood relations, 
is confirmatory evidence that the patient with 
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pruritus ani, pruritus vulvae or pruritus ani et 
vulvae has eczema of those anatomical loca- 
tions. (3) The causes of eczema of the anus 
and vulva are the same as those of eczema else- 
where: the indirect cause which is biologic and 
is furnished through heredity, while the direct 
cause may be an excitant of external or internal 
origin. These have been enumerated in the pre- 
vious paper. The emotions, though not spe- 
cifically mentioned in the previous paper, we 
recognize as excitants of attacks or as a factor 
causing relapse or prolonging attacks. 

Manifestations of hypersensitiveness may ap- 
pear in epithelial tissue anywhere within or with- 
out the body. 

The solution of the problem of hypersensitive 
manifestations, so far as a permanent cure of 
these conditions is concerned, is biologic. Those 
who are affected should marry into families free 
from the conditions. 

Eczema of all other body openings is generally 
recognized as such, and fanciful causes are not 
listed as etiologic for eczema of the auditory 
canals, nares, perioral region and the margin of 
the eyelids. Operations and the use of glasses 
do not cure eczema of the other body openings 
and the margin of the eyelids. 


Doctors Building, 478 Peachtree Street, N. E. 


POSTERIOR VAGINAL HERNIA* 


By Donne tt B. Coss, M.D., M.S., F.A.C.S. 
Goldsboro, North Carolina 


There is nothing new about posterior vaginal 
hernias. They have been recognized since Ga- 
rengeot described the condition in 1736. But 
since nearly half of them are diagnosed only after 
the individual has been operated upon unsuc- 
cessfully from one to three times, it would seem 
that it is almost as easy to overlook them today 
as it was two hundred years ago. 

The purpose of this paper is to review the lit- 
erature and the reported cases during the past 
ten years, to report three additional cases, but 
more especially to emphasize again that such a 
condition can and does exist. For it is only by 


*Read in Section on Surgery, Southern Medica] Association, 
Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12-15, 1940. 
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keeping this possibility in mind that we shall 
diagnose them and treat them successfully. 

A perineal hernia may emerge from any part 
of the floor of the pelvis and appear in any part 
of the perineum. A posterior vaginal hernia 
emerges from the floor of Douglas’ pouch and 
descends between the layers of the rectovaginal 
septum to appear beneath the posterior vaginal 
wall. According to Bueermann, this type consti- 
tutes 74 per cent of all perineal hernias (Fig. 1). 

The posterior vaginal hernias are often incor- 
rectly diagnosed. They are frequently thought 
to be simple rectoceles. Because they are read- 
ily mistaken for a common clinical entity they 
deserve special emphasis. For unless such a her- 
nia, when present, is recognized and its sac ob- 
literated, no operation for rectocele or prolapse 
will relieve the patient of her symptoms. Fail- 
ure correctly to treat a coexisting posterior 
vaginal hernia undoubtedly accounts for some 
of the poor results that occasionally follow op- 
erations for the relief of pelvic or genital pro- 
lapse. Not all of the blame for such failures 
can be put on “poor healing” or “thin tissues.” 
To repair a prolapsed rectum and fail to find 
and obliterate a hetnial sac projecting downward 
from the pouch of Douglas is just as certain to 
result in a recurrence as to overlap and strengthen 
the abdominal wall in a case of inguinal hernia 
and leave the sac undisturbed. 

Cases are recorded in which failure to recognize 
vaginal hernias resulted fatally. Gunz? reports 
two such cases. In one, the hernial sac was 
mistaken for a cyst and aspiration resulted in 
peritonitis and death. In the other, the hernial 
sac was thought to be a polyp. But, after ex- 
cision, this supposed polyp was found to contain 
a portion of the transverse colon and omentum. 
Thomas records a case in which the hernia was 
mistaken for an abscess. Bueermann! also reports 
from the literature two cases in which the sac 
ruptured with evisceration and death, and a case 
in which death occurred from incarceration. 
Huet* describes a case in which a fall astride a 
trestle resulted in rupture of the intestine con- 
tained within the hernial sac, resulting in a fatal 
peritonitis. It is readily appreciated that an un- 
suspected hernia may greatly enlarge under the 
straining of labor and offer a real difficulty and 
danger in delivery. 

Such isolated catastrophes are of scientific 
interest. But it is the ease with which such a 
hernia may be overlooked, or mistaken for a rec- 
tocele, that places it in the realm of practicality. 

Potthast,’ Richardson* and others have em- 
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phasized the necessity of obliterating an unusu- 
ally deep cul-de-sac occasionally encountered in 
gynecologic procedures. But the existence of an 
actual posterior vaginal hernia is seldom re- 
ferred to. The textbooks on gynecology either 
ignore the condition entirely or dismiss it with 
one or two lines, the one notable exception being 
Ward’s very graphic description appearing in 
Kelly’s “Gynecology.” 

A careful review of the literature covering the 
past ten years reveals only 42 cases reported in 
sufficient detail definitely to classify them as of 
the posterior vaginal variety. Such a scarcity of 
recorded cases is probably due to one of two 
causes: either the sagging of Douglas’ pouch is 
considered simply a part of the general pelvic 
prolapse and unworthy of special mention, or the 
condition is overlooked and not recognized as a 
true hernia and not treated as such. 


The author wishes to report three additional 
cases: 


Case 1—(Fig. 2.) Mrs. R., 60 years of age, presented 
herself in October, 1937, complaining of vaginal pro- 
trusion. After the birth of her second and last child 
she developed a vaginal protrusion which had gradually 
become worse. Eighteen months previously she had 
undergone a ventral suspension of the uterus and a 
perineorrhaphy. Shortly after her discharge from the 
hospital, however, the vaginal protrusion recurred and 
was a source of constant discomfort. 


Fig. 1 
Peritoneal protrusion extending downward from Douglas’ pouch 
to form a posterior vaginal hernia. 
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Following this postoperative recurrence various pessa- 
ries were tried in an effort to support the protrusion. 
Although these pessaries seemed to remain in place, the 
protrusion would slip beneath the pessary and make its 
appearance beyond the introitus. 

Examination disclosed the lower abdominal scar of the 
previous uterine suspension, a well healed scar of the 
perineorrhaphy, and a satisfactory perineal body. The 
posterior vaginal wall presented a protrusion the size of 
an orange and extending beyond the introitus. The 
mass was readily reducible, but immediately reappeared 
on straining or standing. The uterus was in moderate 
procidentia and there was a small cystocele. 


At operation, November 5, 1937, the abdomen was 
opened. The uterus was found attached to the anterior 
abdominal wall by a fibrous band 5 cm. in length, and 
about this band were draped several coils of ileum. 
The band was severed and ligated. After closure of the 
abdominal incision the patient was placed in the lithot- 
omy position and a vaginal hysterectomy performed. 
The broad ligaments w:re approximated and sutured 
beneath the bladder onto the under surface of the 
pubes. On disse_ting the perineum a hernial sac was 
found, lying between the rectum and vagina and ex- 
tending beyond the introitus. The sac was dissected 
free, its neck closed with a purse-string suture and at- 
tached to the posterior aspect of the approximated 
broad ligaments. The excess of the sac was excised 
and the operation was completed by approximating the 
levator ani muscles as high as possible. 


This resulted in a satisfactory support of all structures 
and this condition obtains at the present. 


Case 2.—(Fig. 3.) Miss G., 51 years old, presented 
herself in December, 1937, with the complaint of back- 
ache and “falling of the womb.” At the age of 14 
year:, while carrying heavy buckets of water from the 
well to the house, she felt something “give away” and 
soon noticed a protrusion of the vulva. She had not 
consulted a physician previously concerning this condi- 


Fig. 2, Case 1 
Recurring posterior vaginal hernia and uterine prolapse. 
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tion and there had been no effort made to support it. 
The protrusion gradually increased until it now inter- 
fered with walking and sitting. 

Examination revealed a Grade 2 uterine prolapse. 
The posterior vaginal wall consisted of a bulbous pro- 
trusion extending well beyond the introitus. There was 
an associated cystocele. 

On December 3, 1937, a vaginal hysterectomy was 
performed. The cystocele was corrected by suturing 
the approximated broad ligaments beneath the pubes. 
On reflecting the posterior vaginal flap a hernial sac 
was encountered. It was chiefly this posterior vaginal 
hernia, rather than a rectocele, that accounted for the 
protrusion of the posterior vaginal wall, The sac was 
isolated, its neck closed and sutured to the posterior 
aspect of the approximated -road ligaments. The excess 
of the sac was excised and the operation completed as a 
high perineorrhaphy. 

The patient’s condition remains satisfactory. 


It seems likely, in view of the history of this 
case, that is, the vaginal protrusion appearing at 
an early age in a nulliparous individual, that the 
posterior vaginal hernia was the first abnormality 
to develop as a result of the heavy lifting. And 
that by its long-continued dragging action it was 
responsible for pulling down the uterus and blad- 
der. I am unaware of another case which mani- 
fested itself so early in life. 


Case 3—(Fig. 4.) Mrs. L., 64 years old, presented 
herself in October, 1940. Para 5, she had noticed a 
vaginal protru ion since the birth of her last child 22 
years previously. This protrusion had gradually in- 
creased in size and produced a sensation of pelvic heavi- 
ness. 

Examination revealed a well-supported bladder and 
uterus. On the posterior vaginal wall there was a pro- 
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trusion the size of an orange. With a finger in the rec- 
tum a small rectocele could be demonstrated. But lying 
above and on top of this small rectocele was a posterior 
vaginal hernia emerging from just beneath the cervix. 
This hernia was completely reducible by slight pressure, 
only immediately to reappear and slide down in front of 
the rectocele on straining. 


This patient has not yet come to operation. 


Etiology.—Posterior vaginal hernias arise 
from the bottom of Douglas’ pouch. The main 
bodies of the levator ani group of muscles and 
the stronger fascial supports pass lateral to the 
vagina and rectum, and so the floor of Douglas’ 
pouch contains but little muscular tissue and a 
comparatively thin fascia. It is through this 
weaker portion of the pelvic s!ing that the hernia 
emerges (Fig. 5). Dissecting its way down- 
ward between the rectum and the vagina, it 
makes its appearance beneath the posterior vagi- 
nal wall. 

Whereas, such hernias are found in nulliparous 
women, the majority of them have occurred in 
those who have borne many children. In this 
group of 45 cases, 34 women had given birth 
to a total of 107 children. In four instances, the 
individuals were nulliparous, while in the remain- 
ing seven cases the incidence of pregnancy was 


Fig. 3, Case 2 
Large posterior vaginal hernia in a nulliparous individual. 


Fig. 4, Case 3 
An uncomplicated posterior vaginal hernia. 
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Fig. 5 
A schematic representation showing the chief supporting structures 
of the pelvic sling passing lateral to the rectum and vagina. 


not stated. Considering the relaxation of the 
tissues that accompanies pregnancy and the un- 
avoidable trauma incident to delivery, it seems 
unusual that such hernias are not recognized 
more frequently. 

Jones” has called attention to the unusually 
deep cul-de-sac found in some individuals, which 
. is of congenital origin. He expressed the opinion 
that this is the determining factor in the develop- 
ment of such a hernia, and explains the occur- 
rence of a posterior vaginal hernia in some indi- 
viduals and not in others. 


Symptoms.—A posterior vaginal hernia pre- 
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sents no characteristic symptoms. It does pro- 
duce a sensation of pelvic heaviness and dragging 
down similar to rectocele, for which it is often 
mistaken. The return of the posterior vaginal 
protrusion after one or more operations for the 
relief of a supposed rectocele is not infrequently 
the first thing which creates suspicion as to the 
existence of a hernia. In this series of 45 cases, 
19 had had a total of 29 unsuccessful operations 
before the true nature of the condition was recog- 
nized. 


Physical Findings.—Posterior vaginal hernias 
vary in size (Fig. 6). They may be small and 
situated high beneath the posterior vaginal wall 
or large and protrude to or beyond the introitus. 
Thomas’ and Miles each record a case in which 
the hernial sac extended half way down the 
thighs. A posterior vaginal hernia can occur 
without an associated relaxation of the pelvic 
structures, or it may be only a part of the more 
or less general pelvic prolapse (Fig. 7). Since 
most of them do occur in women who have borne 
many children, there is apt to be an associated 
sagging of the pelvic floor. A long-standing her- 
nia of Douglas’ pouch may drag down the pelvic 
viscera with it, thus being primarily responsible 
for a general pelvic relaxation, as in Case 2. 

Occurring independently and passing down- 
ward between the uterosacral ligaments, bur- 
rowing its way between the rectum and vagina, 
it is comparable with an indirect inguinal hernia. 
As a part of a general pelvic prolapse in which 
the peritoneum of Douglas’ pouch sags down- 
ward along with the rectum, uterus and bladder, 
it is comparable with a large sliding hernia. In 


Fig. 6 
Varying degrees of posterior vaginal hernia. 
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diagnosis. It is because of 
the close similarity of these 
two conditions on casual in- 
spection and because they may 
be coexistent that the hernia 
is often overlooked. The sur- 
geon may not be aware of the 
existence of a posterior vaginal 
hernia until after he has re- 
flected the vaginal flap pre- 
| paratory to repairing the peri- 
neum. Even then the hernial 
sac may escape his attention. 


Treatment.—The use of pes- 
saries is not successful in con- 


Fig. 7 


Posterior vaginal hernia without and with associated procidentia. 


either instance the condition represents a true 
hernia, namely: a protruding peritoneal sac con- 
taining abdominal contents. If such a condition 
is to be cured this prolapsing of Douglas’ pouch 
must be treated as any other hernia, that is, 
obliteration and closure of the sac and repair 
of the defect. 


One characteristic of this hernia is its disap- 
pearance when the recumbent position is as- 
sumed, only immediately to recur on standing 
or straining. Or, if it does not spontaneously 
reduce itself with the patient lying and the hips 
elevated, it may easily be replaced within the 
abdominal cavity by slight pressure from the 
examining fingers. This reduction may be ac- 
companied by a gurgling sensation as the intes- 
tines are pushed upward into the abdominal cav- 
ity. Strangulation or incarceration of the con- 
tents, of course, would make reduction impossi- 
ble. Bueermann found that stroking or pinching 
the hernial sac stimulated peristalsis, which was 
plainly visible through the posterior vaginal wall. 

The one typical sign of posterior vaginal hernia 
is demonstrated by rectal examination (Fig. 8). 
With the examining finger introduced in the rec- 
tum and pressed toward the vagina, it will be 
found that the bulging of the anterior rectal wall 
does nct account for all of the vaginal mass. 
With the finger so placed and the patient strain- 
ing, the hernial sac can be seen and felt to pro- 
trude anteriorly to and independently of the 
anterior rectal wall. 


Differential Diagnosis—Cysts and tumors of 
the vagina are rare occurrences and should offer 
little diagnostic difficulty. It is the common 
condition of rectocele that usually confuses the 


trolling a hernia of Douglas’ 
pouch. Whereas, a pessary 
may very effectively support 
a rectocele, the sac of the hernia will slip be- 
neath the pessary and reappear at the introitus. 
Posterior vaginal hernias, being true hernias, 
are best treated by surgery. As in any cther 
hernia, the operation should accomplish isola- 
tion, eradication and closure of the sac and re- 
pair of the defect. Numerous procedures have 
been employed to accomplish this. No uniform 
operation is suitable because of the wide varia- 
tion of coexisting pelvic prolapse. These her- 
nias may be operated upon satisfactorily by the 
vaginal route, through an abdominal incision, or 
by the combined abdomino-perineal procedure. 
If the hernia has been correctly diagnosed pre- 
operatively, or if it is first recognized during the 
course of a perineorrhaphy, it may be cared for 
through a perineal incision (Fig. 9). After iso- 


Fig. 8 
A most important diagnostic procedure in determining the ex- 
istence of a posterior vaginal hernia. 
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Fig. 9 
Isolation of the hernial sac through a perineal incision. 


lation of the sac, its neck is closed with a purse- 
string suture, incorporating the uterosacral liga- 
ments and the posterior wall of the uterus. The 
redundant portion of the sac is excised and the 
operation completed as a high perineorrhaphy. 

When associated with a uterine prolapse, a 
vaginal hysterectomy may be done. The broad 
ligaments are brought together well posteriorly 
and the closed neck of the sac attached to the 
posterior aspect of these approximated liga- 
ments. 

Hundley has devised a simple means of dis- 
posing of the sac and obliterating Douglas’ pouch 
in conjunction with the interposition operation. 
After invaginating the cul-de-sac, the apex of 
the hernia is attached high onto the posterior 
surface of the uterus. 

A few cases have been treated successfully by 
total colpectomy. 

When pelvic complications necessitate an ab- 
dominal incision, the hernial sac can be cared 
for very effectively from above. A series of 
purse-string sutures are placed within the sac, be- 
ginning at the bottom and extending upward to 
the uterosacral ligaments, as advocated by Mos- 
chowitz in the treatment of rectal prolapse. 
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If both an abdominal and vaginal operation 
are indicated, it is well to make the perineal in- 
cision first. The hernial sac is isolated and any 
other indicated vaginal procedure accomplished. 
Then through an abdominal incision the sac is 
disposed of. Either its neck is closed and the 
excess of the sac excised or the apex of the sac 
is attached high onto the posterior wall of the 
suspended uterus. 


The general condition of the pelvic floor and 
any coexisting pathology will determine the 
method best suited for the individual case. It 
matters little which operation is employed, so 
long as the hernia is recognized, its sac eradi- 
cated, its neck closed and the defect repaired. 


CONCLUSIONS 


(1) Posterior vaginal hernia may occur with 
or without an associated pelvic prolapse. 


(2) Clinically they are usually mistaken for 
rectocele. 


(3) Failure to find and obliterate the sac at 
operation will result in a return of the hernia 
and a continuation of the symptoms. 


(4) The recurrence of a supposed rectocele 
after one or more operations is not infrequently 
the first thing which creates suspicion as to the 
presence of hernia. 


(5) Associated pelvic disease will determine 
the choice of operation. But the sac must be 
obliterated and closed and the defect repaired 
if a permanent cure is to result. 
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DISCUSSION (Abstract) 


Dr. John C. Burch, Nashville, Tenn—Although Dr. 
Cobb says there is nothing new to be added to our 
knowledge of this lesion, he emphasizes a point which 
is new, namely, that these lesions are not rare, but 
are fairly common, and are generally overlooked. 

I am sure that he is correct in his statement, because 
since 1936 I have operated upon five of these cases. 
Many others, no doubt, are beginning to think of the 
lesion, and in the near future it will cease to be con- 
sidered as a rarity. 


i : 
Lovee 
} 
i 
q 
BS 
| 


202 SOUTHERN MEDICAL JOURNAL 


There are several points which I wish to emphasize. 
First, whenever a rectocele is seen, a posterior vaginal 
hernia mu:t also be considered as an associated lesion. 

Secondly, in examining a rectocele, the rectovaginal 
septum should be palpated between the index fingers, 
with the patient straining or coughing. 

Thirdly, an undiagnosed sac should be sought in 
every operation for a large rectocele. 

Fourthly, the cul-de-sac should be routinely examined 
during every vaginal hysterectomy for prolapse. 


Dr. J. B. Lukins, Louisville, Ky—Compared to her- 
nias in general, posterior vaginal hernia must be very 
rare. This is both apparent and real. It is apparently 
very rare for the reason given by Dr. Cobb. It exists 
often at operation for rectocele and other plastic opera- 
tions upon the vagina when it is not recognized, and 
then, as these patients become older, the muscular fibers 
become more relaxed, and the mass in the vagina be- 
comes larger and perhaps shows on the outside. Then 
they either come back to you or go to some other sur- 
geon for another operation, and the real condition is 
diagnosed and properly treated. 


Given a weakened pelvic floor and intrapelvic pres- 
sure which, of course, is most commonly found after 
multiple pregnancies or tumors or it may be traumatic, 
then we have all the factors necescary for the produc- 
tion of a vaginal hernia. 

The diagnosis of this condition is not difficult. All 
we have to do is to look for it. It is just like rectal 
polyps. If we use our finger and our sense of touch and 
make a little investigation, the proper diagnosis can 
usually be made with one finger in the rectum, as stated, 
and another in the vagina posterior to the cervix. This 
mass can be felt and can usually be correctly diag- 
nosed. 

After it is recognized, then the question comes to 
our mind, which type of operation should we prefer? 
It seems to me that unless the abdomen is opened for 
some other condition, the vaginal route is preferable 
by far. Those of us who have been in Dr. George Gray 
Ward’s clinic in New York and have assisted him in 
this operation will see how easy it is. To Dr. Ward, 
it is just like taking off a mole or a wart. But to a 
person inexperienced in this type of vaginal operation 
or plastic repair it becomes a prolonged, tedious and 
very major operation, and I think this is just one more 
telling argument against the combination of obstetrical 
and gynecological departments. If the repair and cure 
of a condition of this kind is not major surgery, then 
I do not know what it is. 

Every one of you will agree that the slight, low dissec- 
tion and pushing back of the posterior vaginal mucous 
membrane, as usually done in the obstetrical way, will 
not cure this condition. 


Many mistakes have been made, polyps removed, I 
mean, apparent polyps, with fatal results. It seems to 
me that the vaginal route, if properly investigated and 
properly used, will give us almost 100 per cent results 
in these cases. 


The point made by Dr. Cobb, that after a thorough 
dissection of the posterior vaginal mucosa was made, 
this mass could be properly found and diagnosed, is 
to me the most helpful practical point in his whole 
paper. If thorough and sufficient dissection is made, 
then this mass can be found in practically every case. 
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Dr. Dan C. Donald, Birmingham, Ala—Dr. Cobb men- 
tioned the relationship of posterior vaginal hernia to 
childbirth injury. Among other factors, obesity and ccn- 
genital defects should be considered. 

The hernia may appear as a small bulge at any pcint 
along the posterior vaginal wall and occasionally it 
may reach a size to include the entire rectovaginal space. 
The degree of herniation is in proportion te damage 
to the fascia and the length of time the hernia has ex- 
ited. One of my cases had an incarceration of the 
sigmoid with a diverticulum into the hernia sac. In 
another case the enterocele, or hernia, involved the en- 
tire length of the fascia plane of the rectovaginal space, 
accompanied by a prolapsus of the vaginal vault which 
was secondary to total hyst:rectomy. 

The surgical treatment of posterior vaginal hernia is 
an individual problem. For the repair of hernia the 
age of the patient, location and size of the hernia open- 
ing may necessitate a change in the surgical procedure. 
For instance, in the childbearing period the hernia 
may be corrected by the vaginal route alone. Here the 
posterior vaginal mucosa is dis:ected from the perineal 
body a sufficient distance to expose the rent in the 
fascia. To secure good approximation of the separated 
layers of the fascia, two or more interrupted chromic 
catgut sutures to anastomose the fascia edges will be 
sufficient. Should there be an associated pcrineal tear, 
perineorrhaphy should be done at the same time. 

When an incarcerated enterocele, or hernia, is en- 
countered, incise the hernia sac and, should the fixation 
of the incarcerated mass prevent a reduction, blind 
dissection through the hernia opening should not be 
attempted for fear of injury to the involved structures. 
When such a picture is present do not close the rent in 
the peritoneum, but approximate the fascia edges from 
this point down to the perineal body. Then through a 
low midline incision, with the patient in an extreme 
Trendelenburg position which affords good exposure of 
the pelvis, withdraw the incarcerated viscera from the 
hernia sac and close the rent in the peritoneum as is 
done in sliding inguinal hernia. This is to be followed 
with approximation of the vaginal fascia upward from 
where it was approximated by the vaginal route to the 
uterosacral ligaments. 

The patient with a prolapsus of the vaginal vault fol- 
lowing a total hysterectomy with a concomitant entero- 
cele is difficult to treat. Oftentimes in the aged indi- 
vidual it may be necessary, for the correction of prolap- 
sus, to narrow the vaginal canal by performing an ante- 
rior and posterior colporrhaphy. For the enterocele 
apply the above mentioned methods. Then through a 
low abdominal incision, with good exposure of the pel- 
vis, the remainder of the torn fascia plane is corrected 
to the level of the uterozacral ligaments. For support 
to the prolapsed vaginal tissue, separate the anterior 
and posterior peritoneal layers and anchor the round 
ligaments to the vaginal vault. 


Dr. Cobb (closing) —One of my professors in medical 
school, the late Dr. David Reisman, used to tell us that 
when we got out in practice we would find that one 
of the chief differences between a specialist and one 
who is not a specialist would be that the specialist 
would always make rectal examinations. So let us all 
declare ourselves rectocele specialists, and if we make 
routine rectal examinations these posterior vaginal her- 
nias will not escape our attention. 
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THE ETIOLOGY AND TREATMENT OF 
PULMONARY HEMORRHAGE* 


WITH ESPECIAL REFERENCE TO BLEEDING IN CASES 
OF SO-CALLED “DRY BRONCHIECTASIS” 


By Porter P. Vinson, M.D. 
Richmond, Virginia 


ETIOLOGY 


Almost every pulmonary lesion, whether acute 
or chronic, may be associated with expectoration 
of blood which, if small in amount, may cause 
little or no concern to the patient or physician. 
When hemorrhage is moderate or severe, it is usu- 
ally associated with considerable apprehension, 
and when severe bleeding from the lung is ex- 
perienced by a patient who previously has been 
in good health, it constitutes a dramatic and 
alarming situation. Alarm is occasioned because 
of the uncertainty of the amount and duration 
of bleeding, apprehension as to whether it may 
be sufficient to produce death, and concern as to 
the seriousness of the causative lesion. Pul- 
monary hemorrhage has been almost synonymous 
with a diagnosis of pulmonary tuberculosis ex- 
cept in cases of bleeding in acute pulmonary in- 
fection. 


Even when bleeding is small in amount, there 
usually is little difficulty in ascertaining whether 
it has originated in the lung, and when hemor- 
rhage is severe, the patient can usually identify 
the lung and sometimes the !obe of the lung 
from which it has come. If doubt exists as to 
whether bleeding has come from the trachea or 
bronchi, the hemorrhage usually is not of pul- 
monary origin. Bleeding from the lung is aimost 
always associated with cough, and if hemorrhage 
is moderate or severe, the blood is at first bright 
in color and frothy in consistency. When active 
bleeding has ceased, dark particles of blood may 
be expelled for several hours or longer. Bleeding 
may be so severe that some of the Llood is swal- 
lowed, to be regurgitated later. 


Bleeding may be associated with lesions in 
the esophagus, but unless obstruction is present 
below the site of hemorrhage, the blood flows 
into the stomach and is later vomited. Hemor- 
rhage from the stomach and duodenum should 
seldom, if ever, be confused with bleeding from 
the respiratory tract. 


*Read in Section on Medicine, Southern Medical Association, 
Thirty-Fourth Annual Meeting, Louisville, Kentucky, November 
12-15, 1940. 

*From the Medical College of Virginia. 
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Bleeding from the nose, gums, and lesions in 
the naso-, oro-, and hypopharynx is easily identi- 
fied and should not be confused with pulmonary 
hemorrhage. Frequently a patient who has had 
bleeding from the lungs is told that the blood 
has come from rupture of a varix at the base of 
the tongue; I have never seen hemorrhage from 
this source. Acute pulmonary infection may fre- 
quently be associated with expectoration of blood, 
but severe bleeding is rarely observed. In pul- 
monary infarction bleeding may be more copious 
than in pneumonic conditions, and the blood re- 
sembles cranberry jelly in color. 


The pulmonary hemorrhage that causes great- 
est concern is that associated with chronic pul- 
monary disease. Because tuberculosis is the 
most common chronic pulmonary :lisease, hem- 
orrhage from the lung is frequently seen in pa- 
tients with this condition. Pulmonary bleed- 
ing occurs in approximately one-third of the 
number of patients who have active pulmonary 
tuberculosis. In a majority of instances the 
bleeding is small or moderate in amount and 
usually begins when the patient is at rest. At 
any rate, bleeding from the lung in a tuberculous 
patient rarely follows strenuous physical effort. 
As a rule, bleeding is of short duration but may 
recur during a period of three or four days. 
Blood-streaked sputum may be noted for several 
days after active bleeding has stopped. Hemor- 
rhage is rarely severe in these patients, although 
fatal bleeding occurs occasionally in those who 
have a cavity or fibrotic lesion. If facilities are 
available for roentgenoscopic examination of the 
thorax, detection of a parenchymal tuberculous 
lesion is better accomplished by this method than 
by complete physical examination during the 
active stage of bleeding. 


In addition to bleeding from tuberculous le- 
sions in the lung, ulceration into the lumen of a 
bronchus of partly or completely calcified hilar 
lymphatic nodes may cause moderate or severe 
bleeding. Hemorrhage from this source cannot 
be identified during life without direct visualiza- 
tion of the tracheobronchial tree. 


Carcinoma and benign adenoma of the tracheo- 
bronchial tree are frequently associated with 
bleeding. In the early stages of carcinoma, 
bleeding is small in amount and recurs daily. As 
ulceration progresses, bleeding increases and 
eventually may be the cause of death. Bleed- 
ing is usually mild in the presence of benign 
adenoma, although I observed an alarming 
hemorrhage following electrocoagulation of a tu- 
mor of this type. For exact diagnosis of carci- 
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noma and adenoma, bronchoscopy is required in 
addition to other well recognized forms of ex- 
amination. Occasionally metastatic carcinoma in 
the lung may cause expectoration of blood. 

Varying amounts of pulmonary bleeding are 
observed in patients with acute or chronic abscess 
of the lung. At first, bleeding may consist of 
little more than streaks of biood in large amounts 
of foul-smelling, purulent sputum, but if the 
disease advances, severe or even fatal hemorrhage 
may occur. Abscess frequently is the result of 
bronchial obstruction from neoplasm or a foreign 
body, and bronchoscopy is indicated in all cases 
of pulmonary abscess to insure accuracy of diag- 
nosis. 

Congestion in the lungs secondary to heart dis- 
ease is also a frequent cause of pulmonary 
hemorrhage, especially in patients who have 
chronic mitral endocarditis with stenosis of the 
mitral orifice. In a previous study I found that 
pulmonary hemorrhage occurred in 18 per cent 
of patients who had this type of lesion with dysp- 
nea on moderate exertion. Bleeding may be 
severe and usually follows strenuous physical 
effort. 

Mediastinal tumor and other more rare types 
of pulmonary infection, such as actinomycosis, 
blastomycosis, and syphilis, may produce hemor- 
rhage. I have observed two cases of fatal 
hemorrhage from the lungs in which postmortem 
examination revealed a gumma of the bronchial 
wall with rupture of an aneurysmal dilatation of 
a large blood vessel. Aneurysm of the thoracic 
portion of the aorta may produce bleeding either 
from rupture into, or pressure on, the trachea or a 
bronchus, and differentiation from other varieties 
of mediastinal tumor may be difficult. 

Foreign bodies in the bronchi, of extrapulmo- 
nary origin, may also cause pulmonary bleeding. 

A frequent cause of pulmonary symptoms is 
chronic bronchiectasis, and half of the number 
of patients affected with the disease have bleed- 
ing from the lung. Hemorrhage may be mild 
or severe and frequently follows physical effort, 
especially excessive use of the upper extremi- 
ties. Swimming is particularly likely to induce 
bleeding. Since bronchiectasis usually involves 
the lower lobes of both lungs, bronchoscopy is 
frequently required to determine the source of 
bleeding. Direct inspection of the tracheobron- 
chial tree should be made during active bleed- 
ing, for after hemorrhage has ceased, determina- 
tion of its origin may be impossible. 

In addition to hemorrhage from chronic bron- 
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chiectasis which is accompanied by all the well 
known evidences of the disease, such as cough 
with production of a large amount of malodorous 
purulent sputum, and clubbing of the fingers, 
there is another condition in which bleeding oc- 
curs that is popularly known as “dry bronchiec- 
tasis.” Other designations are hemorrhagic 
bronchiectasis and pulmonary apoplexy. Dry 
bronchiectasis is usually observed in patients who 
have never noted pulmonary symptoms prior to 
hemorrhage. Bleeding is usually sudden in onset 
and may recur for a period of several days or at 
intervals of several months. 

In other patients the bleeding may be copious 
at first and may then continue in smaller amounts 
over a long time, some of my patients having 
noted continuous bleeding for as long as a 
month. Physical examination rarely reveals any- 
thing abnormal unless sedatives have been given 
in sufficient amount to abolish the cough reflex 
and permit accumulation of blood in the bron- 
chial tree. In such cases breath sounds may be 
distant or entirely absent over the affected area, 
and roentgenoscopic examination may reveal in- 
filtration or atelectasis suggesting carcinoma. If 
sedatives are not administered, the blood is evac- 
uated as bleeding occurs, and roentgenoscopic 
examination does not reveal anything abnormal. 
There are no associated constitutional symptoms. 

I believe that the diagnosis of bronchiectasis 
is unwarranted in such cases and that this termin- 
ology is confusing in classifying patients who 
suffer from chronic suppurative pulmonary dis- 
ease. A better diagnosis is bronchial erosion 
with pulmonary hemorrhage. Origin of the 
hemorrhage is comparable to nose bleed that 
results from minute inflammatory erosions in 
the nasal mucosa. In a patient whom I examined 
recently, bleeding had been profuse and cough 
had been controlled so effectively with sedatives 
that blood had clotted in the lower lobe of the 
right lung, giving physical and roentgenoscopic 
evidence of primary bronchial carcinoma (Figs. 
1 and 2). At bronchoscopic examination a large 
amount of clotted blood was removed from the 
bronchi, and tissue was obtained from the depths 
of a bronchus that was actively bleeding. Micro- 
scopic study of the specimen revealed chronic 
granulation tissue (Fig. 3). 


TREATMENT 


Treatment of patients with pulmonary hemor- 
rhage depends on the severity of bleeding and the 
causative lesion. Fortunately, bleeding from 
the lung rarely results fatally when it is from 
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a lesion that is amenable to treatment. Excep- 
tion to this statement may be observed in a few 
cases of pulmonary tuberculosis with cavity 
formation when surgical collapse of the lung 
might have controlled or prevented bleeding. 

A patient who has bleeding from the respira- 
tory tract should be kept quiet, and apprehension 
should be relieved by mental reassurance rather 
than by drugs. If a sedative is employed, the 
dose should be small, never in an amount large 
enough to interfere with the normal cough reflex. 
Evacuation of blood or secretion from the bronchi 
as soon as possible is advantageous. If cough is 
abolished by medication, retention of secretion 
may produce serious complications, especially 
when bleeding has resulted from tuberculosis, 
and retention of blood by administration of seda- 
tives has led to dissemination of the disease. Un- 
necessary cough can be controlled voluntarily 
and without use of drugs, but cough that is 
productive of secretion should be encouraged. 

No treatment other than rest is required in 
the majority of patients who have bleeding from 
the respiratory tract, but if hemorrhage is severe 
or recurrent, transfusion of whole blood, gum 
acacia, or normal salt solution may be indicated. 
Injection of horse serum or small amourts of 
hypertonic salt solution (50 per cent) has also 
been recommended. 


Fig. 1 
Roentgenogram of thorax of patient with hemorrhage from 
bronchial erosion; note infiltration in right cardiophrenic 
angle with elevation of diaphragm simulating primary bron- 
chial malignancy. 
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Compression of the lung by artificial pneumo- 
thorax or thoracoplasty is sometimes indicated 
when bleeding is associated with tuberculosis, but 
should seldom, if ever, be employed when bleed- 
ing has resulted from other lesions. In bleeding 
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Fig. 2 
Same patient one month |Jater; note clearing of shadow 
on right side. 


Fig. 3 
Photomicrograph of tissue in case of bronchial erosion. 
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with tuberculous disease of the lungs, bronchos- 
copy may be required to determine the source 
of hemorrhage before collapse therapy is in- 
stituted. 

Hemorrhage that has resulted from foreign 
body in the bronchus almost always ceases upon 
removal of the foreign body. 

Patients with chronic mitral endocarditis, in 
whom the mitral orifice is stenosed, should avoid 
excessive physical exertion, especially if pulmo- 
nary hemorrhage has been noted with exercise. 

Although fatal hemorrhage has rarely, if ever, 
resulted from chronic bronchiectasis, bleeding 
may be an annoying symptom. When these 
patients tend to bleed with exercise, postural 
drainage should not be employed because the 
effort associated with forcible evacuation of 
secretion from the bronchi frequently precipi- 
tates bleeding. When hemorrhage is severe and 
prolonged in patients having bronchiectasis, 
collapse of the lung may be considered. How- 
ever, the complications that may ensue as a result 
of compression of the lung, uncertainty of con- 
trolling the bleeding by this method, and the 
fact that bleeding will almost always stop spon- 
taneously, usually contraindicate pneumothorax 
or thoracoplasty. Pneumonectomy or lobectomy 
may be indicated in rare cases of unilateral pul- 
monary infection with hemorrhage. 

The most satisfactory results from treatment 
for pulmonary hemorrhage are obtained in pa- 
tients who have bleeding from an erosion in 
one of the smaller bronchi, so-called hemorrhagic 
bronchiectasis. If bronchoscopic examination is 
made on these patients when bleeding is active, 
the eroded bronchus can be identified, and in- 
troduction of an aspirating tube into that bron- 
chus usually controls bleeding. Hemorrhage 
rarely recurs. Cessation of bleeding is probably 
achieved by curettement of granulation tissue 
from the eroded bronchial wall. Recently in a 
few patients I have insufflated powdered sul- 
fanilamide into the depths of the bronchus after 
the wall was thoroughly curetted, but this pro- 
cedure is not a necessary adjunct in treatment. 


CONCLUSIONS 


(1) Pulmonary hemorrhage occurs frequently 
in patients with chronic pulmonary or cardiac 
disease, and if bleeding is severe, the effect may 
be alarming although usually not serious. 

(2) Pulmonary tuberculosis, because of its 
frequency, is the most common cause of pul- 
monary hemorrhage, but a diagnosis of tuber- 
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culosis on the basis of such bleeding is unwar- 
ranted. 

(3) The most frequent cause of pulmonary 
bleeding in patients who have been in good health 
prior to hemorrhage is simple inflammatory ero- 
sion of the wall of a small bronchus. 

(4) Sedatives may be given in a small amount 
to allay apprehension, but the medication should 
never be administered in a quantity sufficiently 
large to abolish the cough reflex and cause reten- 
tion of blood in the tracheobronchial tree. 

(5) Bronchoscopy with curettement of the 
bronchial wall by means of an aspirating tube 
usually controls bleeding from simple inflamma- 
tory bronchial erosion. 


DISCUSSION (Abstract) 


Dr. Maurice G. Buckles, Louisville, Ky—I want to 
emphasize the importance of care of hemorrhage, and 
of doing everything possible to determine the cause of 
hemoptysis. It often has such a benign onset that 
wishful thinking may cause us to delay investigation 
and treatment until there is an exacerbation of the 
process, with more serious symptoms. 

Roentgenology can give us a great lead in these condi- 
tions. It may localize the lesion; on the other hand, 
it may show nothing. The condition may be of an ex- 
tent in the bronchus that it cannot be vi-_ualized on the 
ordinary x-ray film. 

Injection of iodized oil is important in some of these 
cases; it points out lesions that do not show on the 
regular film. The bronchoscope is of great value. 

Proliferation from the bronchial wall may readily 
give us a small amount of bloody sputum. Biopsy 
from an area of this type may show giant cells and tu- 
bercle bacilli. Repeated cauterization of the area is 
beneficial. 

The endoscopic view may show a proliferative lesion 
that produces a partial obstruction that may easily 
erode and give a small amount of blood-spitting. 

A le_ion off the hilus may be missed. We see many 
X-rays with an in.rease in the hilar markings which we 
are not quite sure about, yet we can do very little 
about. A recent case of this type proved to be a defi- 
nite squamous cell carcinoma. 

Some mediastinal tumors or metastases may show, 
instead of a sharp, definite picture, a rounded effect, 
a mass in the mediastinum, which causes considerable 
obstruction on either side. Some infection may occur, 
with redness and diminution in the size of the lumen, 
and there may be a small amount of b!ood-spitting. 

A case of aneurysm of the arch of the aorta produced 
two types of lesion, one very slight, onze fatal. There 
was a lung abscess in the base, with high fever. We 
went in very gently with the bronchoscope and relieved 
the accumulations in the base. Definite cavity forma- 
tion was present. We aspirated a large quantity of this 
material. This patient one year later died of a hemor- 
rhage from rupture of the arch of the aorta. 

Upper lobe bronchiectasis is not uncommon. Basal 
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bronchiectasis may occur in the same patient, therefore 
May come from above in the true bronchiectatic cases. 

The inside of the bronchus in cases of bronchiectasis 
may show numerous granulations in some areas with 
other fairly normal areas. The granulations may erode, 
break down, and give blood-spitting. Further down, 
of course, the aneurysmal effect is probably very com- 
mon. 

In cases of tuberculosis with streaked sputum, local 
applications may cause cessation of the hemoptysis. 


Cauterization of an ulcer may be beneficial. 


Acute inflammatory processes may give considerable 
oozing from swelling and induration, with obstruction 
and infection. 


I certainly agree with Dr. Vinson that a great deal 
can be done for these so-called unexplained hemoptyses, 
and I think his term “bronchial erosion with ulceration” 
is a very good one to differentiate the condition from 
the more suppurative processes. Many of these are as- 
sociated with small amounts of chronic infection, but 
not to the point that diagnosis of bronchiectasis can be 


Dr. Lawrence W. Nehil, Louisville, Ky—Dr. Vinson 
warned against postural drainage in bronchiectasis be- 
cause he believes this may result in hemorrhage. This 
has not been my experience. I believe that the treatment 
of bronchiectasis for those patients who are being pre- 
pared for surgery or who cannot have surgery should 
be postural drainage. This should be either intermit- 
tent or continuous. By continuous drainage I mean 
that the foot of the bed is elevated about twelve inches 
and the patient placed in a position that allows him 
to drain continuously. This patient must have had a 
complete delineation of the lung fields and each lung 
completely filled with contrast media. We must know 
exactly where his bronchiectasis is situated. When you 
understand the anatomy of the tracheobronchial tree, 
you can place these patients in a position of continuous 
postural drainage without any danger of hemorrhage 
and with considerable relief to the patient. 


With regard to treatment in cases of mixed tumor or 
so-called adenoma, I believe that lobectomy or possibly 
pneumonectomy is the treatment of choice. When you 
treat these cases bronchoscopically, you merely remove 
that part extending into the bronchus. and leave the re- 
mainder within the lung to grow. Since there is con- 
siderable evidence that these tumors may become ma- 
lignant, they should be treated by radical excision. 


It has been my experience in hemorrhage from bron- 
chiectasis that it can be very severe and I believe that 
in those cases in which it persists it is an indication for 
surgical removal of the diseased portion of the lung. 

After running the entire gamut of the causes of pul- 
monary hemorrhage, which has confused me, I believe 
that the essayist has presented twenty cases which 
had a pulmonary hemorrhage and in which bronchos- 
copy was done. The bronchoscope was merely inserted 
into the bronchus from which the bleeding was coming 
and some of the “miracle medicine,” sulfathiazole, in- 
jected. I should like to have Dr. Vinson explain how 
he feels that this controls the bleeding. 


We have all seen cases of pulmonary hemorrhage in 
which we were unable to find the cause and in which 
bleeding was not remarkable nor was there any recur- 
rence of hemorrhage. In many of these patients bronchi- 


ACKERLY: PSYCHIATRIC TEACHING 207 


Dr. Vinson (closing) —I am afraid that I did not 
make myself thoroughly clear about postural drainage 
in bronchiectasis. In patients suffering from bronchi- 
ectasis in whom bleeding occurs following physical ef- 
fort, postural drainage is contraindicated. In those who 
have no tendency to bleed there is no reason why pos- 
tural drainage should not be employed if it is desirable. 

I do not feel that radical surgery is indicated in pa- 
tients who have bleeding from the lung from bronchial 
erosion because, as I have said, of twenty patients whom 
I observed in the past four years with this type of 
bleeding, none had: recurrence after having had the 
treatment which I described. 


TRENDS IN PSYCHIATRIC TEACHING 
AND PRACTICE* 


By Sparrorp ACKERLY, M.D.+ 
Louisville, Kentucky 


An account of the trends in the teaching and 
practice of psychiatry as set forth in this paper 
are for the most part related to psychiatry as it 
exists today in a general hospital. Historically 
speaking, there is nothing new in the idea. In 
1816, a group of private citizens in Lexington, 
Kentucky,’ banded together to found a private 
hospital because of the desperate conditions ex- 
isting among the “poor and diseased,” and be- 
came incorporated under the name “Contributors 
to the Fayette Hospital.” They bought the 
Sinking Spring land one mile from the city, but 
shortly after the foundations of the hospital were 
built, the financial panic struck, and funds de- 
preciated to almost nothing. Had the hospital 
been completed, all types of patients (including 
the mentally sick) would have been treated there, 
the private citizens of the community assuming 
the financial responsibility. Because of the 
panic, the citizens appealed to Governor Adair 
in the hope that the State government would 
assist. In 1822, the State finally bought the 
property for a hospital, but only mental patients 
were to be admitted. 

This was the beginning of the separation of 
the mentally sick from the physically sick in 
Kentucky, as had been done in Virginia in 1767. 
Certainly the old New York Hospital in the 
1700’s cared for the mentally sick under the 


*Chairman’s Address, Section on Neurology and Psychiatry, 
Southern Medica] Association, Thirty-Fourth Annual Meeting, 
Louisville, Kentucky, November 12-15, 1940. 

tProfessor of Psychiatry, University of Louisville School of 
Medicine. 
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same roof with the other patients. The point 
to be remembered in this introduction is that in 
the early days before state care came into vogue, 
hospitals did think in terms of treating all 
types of sickness in the general hospital. Now, 
in 1940, we are thinking in these terms again, 
in relation to the early treatment of the nervous 
and mental patient, more especially in the public 
general hospitals connected with medical schools. 

Today, we realize that the same stresses and 
strains can produce in one person an aching head, 
so to speak, with symptoms of anxiety and con- 
fusion, and in another an aching stomach, that 
may go on to ulcer formation. To keep the latter 
patient in a well-appointed general hospital and 
send the former away is to put a premium on 
illness of the tissues, which is often the end result 
of years of disordered personality function. I 
doubt that the citizens supporting general hos- 
pitals really wish to render better hospital serv- 
ice to those who feel the stresses of life more 
poignantly below the eyebrows than above. If 
so, what a tribute to the old organs in our bio- 
logical evolution! And what a lack of interest 
in the newer and therefore more vulnerable ones. 
The concern of modern medicine, however, is the 
healthy functioning of the total organism as a 
unit, the treatment of the total person. 

Public general hospitals have led the way in 
the field of general hospital psychiatry, not be- 
cause the private general hospitals do not admit 
patients with all types, if not all degrees of 
nervous and mental illness, which they do in 
great numbers; but because large public general 
hospitals are good teaching hospitals and as such 
effectively organize their services around a teach- 
ing staff. 

Concerning the trends in psychiatric teach- 
ing, medical students and interns in a number 
of hospitals today are not only given excellent 
training in diagnosis, the recognition of the im- 
portance of the interplay of constitutional and 
social factors in disease? * and the treatment of 
acute mental illness, but also opportunity to 
study and evaluate the psychiatric problems of 
patients on the medical, surgical and other wards 
and clinics of the general hospital. 

Perhaps not more than 25 per cent of the 
total hours devoted to psychiatry in the modern 
medical school curriculum is concerned with 
the insanities as such, and 75 per cent with those 
maladjustments in children and adults that play 
an important role in the development of those 
complaints and diseases for which they are ad- 
mitted to the general hospital. Whereas some 
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schools with no psychiatric wards in their gen- 
eral teaching hospitals have concentrated their 
teaching on the general wards and clinics, the 
trend is definitely toward a combination of both 
teaching services under one roof, namely, a 
small psychiatric ward for acute sick and the 
general hospital wards and clinics for the study 
of psychosomatic medicine. Memphis is build- 
ing an interesting psychiatric service in the new 
outpatient building of the teaching hospital. A 
psychiatric service is being developed in the new 
City Hospital in New Orleans. The University 
of Texas, Duke and the University of Virginia 
now have psychiatric services in their teaching 
hospitals; Atlanta is contemplating one. Cer- 
tainly the trend is away from the building of 
separate psychiatric hospitals. 


It is of interest to note the type of case re- 
ferred this year to our outpatient psychiatric 
clinic for senior student instruction. The ma- 
jority of these patients are referred from the 
general wards and clinics. In looking over the 
“chief complaints” of 100 patients referred to 
the clinic during the past year, only a small per- 
centage came in complaining of so-called pure 
psychiatric symptoms. An overwhelming major- 
ity complained of somatic symptoms which had 
taken them first to other clinics. As a matter of 
fact, there were more patients with real organic 
disease than with psychic symptoms alone, such 
as anxiety, depression, compulsion and fears. It 
is of interest that the physicians in the medical 
clinics referred so many of these organic con- 
ditions in which they sensed some nervous or 
mental complication. It is utterly impossible 
to classify these patients. For instance, over 10 
per cent of them came in with complaints of pain 
in the abdomen. Some of these had indigestion, 
several had gone on to demonstrable tissue le- 
sions. Some had lower abdominal cramps, and 
others had all the signs of mucous colitis. When 
these patients were assigned under staff supervi- 
sion to senior medical students for daily inter- 
views over a period of two and a half weeks, well 
over 60 per cent of them showed improvement 
before the end of three weeks. According to 
the follow-up study during the summer on these 
patients, the above percentage of improvement 
for the group continued. 

Furthermore, here is an opportunity for the 
practice of preventive medicine for it has been 
shown elsewhere 


“that the peak of the age incidence curve of the psychia- 
tric patients seen in the General Hospital lies between 
the ages of 21 and 30 years, which is earlier by ten years 
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than the peak of a similar curve of patients sent to the 
Psychopathic Hospital and from 15 to 20 years earlier 
than the peak of a similar curve plotted of the patients 
admitted to our state asylum.’ 

While our junior medical students are doing 
section work on the psychiatric wards, they also 
have two ward walks each week for three and a 
half weeks on the medical services. One day re- 
cently, the resident stopped beside the beds of 
two gastric ulcer patients for the students to in- 
terview with the assistance of the staff man. In 
both instances the students brought out to the 
satisfaction of the group, very strong personality 
drives, exaggerated independence, little or no 
capacity to relax or delegate responsibility, and 
marked affectional deprivation during early 
years.® This left no doubt in the minds of stu- 
dents and patients of the importance of person- 
ality factors in the chain of events leading to 
gastric ulcer. On the next ward walk, two cases 
of essential hypertension were interviewed, show- 
ing remarkably parallel tense personality with 
strong hostility inadequately expressed or ac- 
cepted.” On the other hand, I have recently 
studied a middle-aged patient with low blood 
pressure who presented much this same general 
picture. Psychosomatic medicine, of course, is 
in its swaddling clothes, but it looks like a husky 
baby. 

Another patient became confused and dis- 
oriented following a second attack of coronary 
occlusion. At first, there seemed little to demon- 
strate here of a definite psychosomatic nature. 
However, when 200 mg. of bromide*® showed up 
in the spinal fluid, it gave us the lead. When the 
confusion cleared, we discovered that the nature 
of the family irritations-which were unacceptable 
to a woman of her personality had resulted in 
bromide addiction. An excellent recovery was 
made and psychotherapy substituted for the 
bromides. Later she went through a third at- 
tack of coronary occlusion with no sensorial dis- 
turbance whatsoever. 

When a public general hospital affords such 
excellent teaching material as this, in spite of 
the policy of not accepting nervous and mental 
patients on the medical services, how much rich- 
er is the teaching material in the hundreds of 
our larger private hospitals where such a policy 
of excluding the private nervous patient rarely 
exists. And yet, interns in private hospitals tell 
me that they seldom have an opportunity of 
studying the maladjustments of private patients 
under the supervision of staff men. Why should 
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not all general hospitals aim to treat the total 
patient entrusted to their care? One of the most 
satisfying things about this work is the interest 
shown by members of our medical and surgical 
staff.° For instance, one of the two ulcer cases 
mentioned above had had two hemorrhages. The 
professor of surgery said it was necessary to op- 
erate, but hoped that the patient might receive 
intensive postoperative psychotherapy because 
he was convinced that this offered greater op- 
portunity for making permanent the results ob- 
tained. 

In another conference with the surgeon, in- 
ternist and psychiatrist, the surgeon asked the 
internist if in his experience gastric ulcer and 
mucous colitis were found frequently in the same 
patient. The internist replied, “Rarely indeed,” 
adding that such conditions occurred in two dif- 
ferent types of individuals. Both men were much 
interested in a review of the different person- 
ality factors frequently noted in these upper and 
lower gastro-intestinal disorders. House officers 
profit greatly by this sort of thinking on the 
part of the staff. 

This leads us to the subject of intern training 
in the teaching hospitals of today. 

Let us for a moment compare psychiatric 
training of interns in a public teaching hospital 
with that existing (with few exceptions) in the 
private general hospitals in this country. In 
1932, Dean John Walker Moore, professor of 
medicine, University of Louisville School of 
Medicine, established a system of rotating all 
medical interns through the psychiatric service 
which consisted then of a 40-bed inpatient serv- 
ice, and later was enlarged to include an out- 
patient psychiatric clinic to which patients from 
the general hospital wards and clinics are re- 
ferred. Each assistant resident on medicine be- 
comes resident on psychiatry for a period of 
six months; each senior intern two months; and 
each junior intern six weeks. These men con- 
duct the work of the psychiatric wards and 
clinics under the supervision of three full time 
staff men. In eight years, 88 first year interns 
spent six weeks on psychiatry; 24 second year 
interns had two months; and 16 assistant resi- 
dents had six months. These assistant residents, 
therefore, had in all over nine months of psychia- 
try during their three years of medical internship. 
The dean’s idea in doing this may be summed 
up in his own simple statement, “It ought to 
make them better doctors.” Before going on, 
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would it not be of interest to know what the as- 
sistant residents on medicine think of psychiatry 
after being out from one to seven years? Re- 
cently a questionnaire was sent to all sixteen of 
these men. A brief report of their answers fol- 
lows. As four of the sixteen went into psychiatry, 
they will not be included in this report. Of the 
remaining twelve, ten are engaged in general 
medicine, one in surgery, and one is now resident 
on medicine. 

To the question, “Roughly, what percentage of 
your patients in general suffer primarily from 
some sort of nervous disorder (exclusive of frank 
organic neurologic cases)?” the average per- 
centage given was 23. 

To the second question, “What percentage of 
your cases with definite organic disease shows 
psychiatric problems?” the average percentage 
reported was 34. 

The first figure adds nothing to what is al- 
ready known. The second merely reaffirms 
the fact that the practitioners are becoming more 
and more conscious of the psychiatric problems 
in their patients with organic disease. 

To the question, “‘Are you definitely interested 
in treating such nervous conditions?” all but 
one said that he was. 

To the question, “Roughly, what percentage 
of these patients do you think are benefited?” 
the average percentage reported was 62. 

None of these men said that they had had too 
much psychiatry during their three years of in- 
ternship; two-thirds said they had had sufficient; 
and one-third said they had had too little. 

Fifty per cent felt the need for post-graduate 
courses. There was a wide range of suggestions 
as to the content of these courses. 

To the question as to whether their work in 
psychiatry made them better physicians, 100 per 
cent answered in the affirmative. As to how 
much it meant to their personal development all 
but one replied that it had considerable meaning. 

If these answers are indicative of trends, it 
would seem reasonable to draw the tentative 
conclusion from them, that the young practi- 
tioner of medicine today is not only conscious of 
the psychiatric problems of his patients, with or 
without frank organic disease, but he is also 
definitely interested in treating these psychiatric 
problems. 

So far, I have spoken of the trends in the prac- 
tice of psychiatry only as it exists in connection 
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with the teaching of the medical student and in- 
tern. I now wish briefly to discuss trends in the 
practice of psychiatry by asking and endeavor- 
ing to answer a question that is of considerable 
concern to many general practitioners and others 
with whom I have conversed, namely, “Why do 
not more psychiatrists go into private practice?” 
Frankly, I do not know the answer, but I should 
like to devote the rest of my time today to a 
discussion of this problem. 

There are whole states in which there is only 
one qualified psychiatrist, exclusive of the sana- 
torium psychiatrist, who is devoting his entire 
time to psychiatric practice in the community. 
No one perhaps knows the demands for private 
psychiatric treatment better than the psychiatrist 
on the staff of medical schools in these states. 
So great is this demand that he must either re- 
fuse to see any private patients, or if he tries to 
respond to all the calls of physicians, he must 
work beyond his capacity. Often I hear it said, 
“If I could only do a limited consultation practice and re- 
fer these patients to a private psychiatrist for treatment, 


as is done in the large metropolitan areas, that would 
be ideal.” 


The demand is great and physicians do want to 
refer patients to psychiatrists. Where are the 
psychiatrists? Are there too many good salaried 
positions in mental hospitals, medical schools, 
clinics, and government services? Do Southern 
physicians trained in psychiatry in the East stay 
and practice there? Is it because they are afraid 
they cannot make a fair living, that the public 
wishes to pay no more for an hour’s interview 
than for a ten-minute office call? Is there some- 
thing in the psychiatrist himself, something he 
brings to his specialty as someone expressed it, 
a sort of “perfectionistic’ search for funda- 
mentals rather than a taste or aptitude for the 
type of personality development that successful 
private practice is thought to require? Or could 
it be that the training of the psychiatrist today 
is more likely to fit him for the intramural prac- 
tice of psychiatry rather than extramural? Each 
of us here today could add to this list of possible 
contributing factors. The fact is we do not know 
the answer, but we should make every effort to 
explore the possibilities and adopt an experi- 
mental attitude of mind in the process. 


However, the last question raised, more par- 
ticularly, I think should excite the interest of 
everyone in the teaching field. Certainly the 
recognized medical centers offering post-gradu- 
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ate instruction in psychiatry in this country are 
excellent. Very few psychiatrists from these 
centers come away without good basic training 
and a research point of view. Credit for this is 
due I think largely to foundations that have so 
generously supported this work with fellowships 
and educational goals when these were needed. 
Since few of the men trained in these centers go 
into private practice, both foundations and 
teaching centers should be particularly interested 
in this problem. There is no training center with 
which I am acquainted that has consciously at 
least, set as its goal the preparation of men for 
the private practice of psychiatry. I do not be- 
lieve psychiatrists themselves can do this with- 
out the help of the family physician. He would 
be as important an instructor of fellows in train- 
ing as the psychiatrist himself. How to get these 
two working together ought not be a difficult un- 
dertaking if the proper setting could be agreed 
upon. Is there any better setting for this than 
the private general hospital, with a sympathetic 
staff and board of directors? Fellowship train- 
ing could be carried on quietly under a faculty 
of either attending or full time medical men and 
psychiatrists with experience and aptitude for 
private practice. Only modest physical facilities 
for a small number of acute sick would be need- 
ed, for most of the consultation and treatment 
work would be carried on in the patients’ own 
rooms. 


If, therefore, such an experiment could be put 
into effect and financed as a research problem, 
what could it accomplish? The trainee would 
have the valuable viewpoint of the family 
physician referring the patient, and be able to 
consult with him freely concerning the medical 
history, the background, the family inter- 
relationships, and the delicate art of handling 
the patient and his relatives which he has 
learned in the hard way, not in the protected 
environment of institutions where we find most 
of our psychiatrists. Furthermore, he would live 
in close association with the house officers and 
attending men in all fields and be in daily touch 
with the staff psychiatrist. 

No one would profit more, of course, by this 
arrangement than the patient himself for his 
physician would be able to obtain quick and thor- 
ough service from men whose pre-fellowship 
training in neurology and psychiatry renders 
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them capable of assuming treatment responsi- 
bility. 

The family physician is the hub of the wheel. 
The spokes represent supporting fields, labora- 
tories, x-ray, psychiatry, eye, ear, nose, throat, all 
of which are but special arms to the family 
physician in his practice of the healing art. Just 
as the general practitioner refers a case to the 
x-ray man to find out the contours of the hidden 
stomach, in no more formidable sense should he 
call upon the psychiatrist to help him find out 
the contours, if you will, of his patient’s more 
or less hidden personality patterns. Given both 
the x-ray findings,*for instance, and the under- 
lying personality patterns, the family physician 
is better able to diagnose, treat and prevent fu- 
ture trouble. He does not expect the x-ray 
man to cure his patient, and neither should he 
expect the psychiatrist to perform miraculous 
cures. A realistic conception of what the 
psychiatrist really has to offer the family physi- 
cian and vice versa, and a confidence built on 
the basis of that mutual contribution is urgently 
needed. But that confidence must be built upon 
actual demonstration, not only to convince the 
family physician but also to convince the young 
psychiatrist himself that he can successfully as- 
sist the family physician in treating the run of 
the mill patient in the general hospital. If he 
is certain that he can do this successfully in the 
private general hospital, he will then know that 
he can do it in private practice. Whether such 
a training course as this suggested will meet the 
need, only the future will determine. 


These are the trends, as I see them, in the 
teaching and practice of psychiatry. 
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EDUCATION OF PUBLIC HEALTH 
PERSONNEL* 


By Harry S. Mustarp, M.D. 
New York, New York 


Two serious difficulties are met in considering 
education of public health personnel. First, 
there is no general agreement as to the extent 
and make-up of the field of public health; and 
second, personnel in this field is not all of one 
sort. While for these reasons a discussion of 
the education of public health personnel must be 
tentative and qualified, these limitations do not 
alter the fact that operating health organizations 
are faced with the problem of how their workers 
may best be fitted for future competence. Nor 
does an admission of deficiencies in definition 
help to answer the questions of the universities, 
which, being not quite sure that their subject 
matter, their course sequence, and their teaching 
methods are entirely satisfactory, are critically 
studying their curricula in public health. 

To get a view of the present situation and its 
trends it is desirable to review briefly how edu- 
cation in public health work has developed. At 
first, the demands of programs were such that 
almost any physician, on the basis of his med- 
ical education alone, was considered competent 
to serve as a health officer. Then, as the pro- 
grams expanded, nurses were employed, and san- 
itary engineers and inspectors. As was the case 
with physicians, the basic professional education 
of the first two, and the lack of any such status 
in the last, were accepted as adequate. Of those 
who entered the work in these circumstances, 
some acquired competence by trial, and others 
fell by the way through error. Unfortunately, 
some of those who erred did not fall. 

As it became obvious that this method of staff 
education was a slow and, in more ways than one 
an expensive process, and not entirely satisfac- 
tory, other procedures were tried. The prin- 
cipal one was the field training station, where 
by a short apprenticeship the new appointee was 
familiarized with the way in which typical pro- 
cedures and services were carried out in that 
particular locality. In a few instances the field 
training area was especially set up for providing 
this experience. More frequently, however, the 
state health officer merely selected one of the 
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localities in which reasonably good work was be- 
ing carried on and sent to the doctor, nurse and 
inspector, there to learn what they could. The 
length of time that the trainee remained varied. 
Where the program was formally arranged, the 
period was from six to twelve weeks. But often 
the new appointee had to report upon his or her 
permanent job on a particular date and might 
get only a week or two of field experience before 
assuming duties. Persons who went through this 
type of training learned a good deal of the how 
but very little of the why of public health work. 
They were, to some extent, prepared to duplicate 
in their new assignments the things which they 
had observed in the training station. In many 
ways they did, and even today do, help to solve, 
and rather quickly, the immediate problems of 
the state health officer. They could institute 
quarantine and isolation in accordance with the 
laws and policies of that state. They knew that 
the roof of a sanitary privy must have an over- 
hang of six or sixteen inches in the rear to meet 
departmental specifications. They knew where 
to send a dog’s head to have it examined for 
Negri bodies. They were not prepared except 
through innate ability and potentialities to meet 
new problems, to make contributions, or to oc- 
cupy more responsible positions. 

At about the same time that the field training 
stations were being developed, rather formal 
courses in public health, occupying a full aca- 
demic year of study, were offered by some of 
the universities. The approach here was quite 
the reverse of the training program. So far as 
concerns the course offered for the health offi- 
cer, the general intent was to ground him thor- 
oughly in sciences basic to public health. It 
was emphasized that the student would receive 
an education in public health rather than train- 
ing for a particular job. The philosophy behind 
this approach was that one with a broad basic 
knowledge of the principles involved would be 
able to analyze any problem which might arise, 
regardless of whether or not he had encountered 
this same problem before, and would thus be in 
better position to function in the future. Fur- 
ther, it was and is believed that this education 
in principles and analytic approach would make 
it possible for him to continue to develop in any 
of the fields of public health in which he might 
be needed or in any position to which he might 
be promoted. 

Under the stimulus of fellowships with sti- 
pends for living expenses, these university courses 
to a great extent replaced training in the field 
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station; and yet, from the standpoint of the ad- 
ministrator who was to put to work those so pre- 
pared, the academic year in a school of public 
health was not without its drawbacks. Part of 
this perhaps was due to a lack of understanding 
between the tough-fibered administrator and the 
university professor. The first was and is in- 
clined to judge the product of the university 
education in terms of how much good is the grad- 
uate on the day he returns home. The second 
has a tendency to disregard today in order to 
gear the student for unusual accomplishment in 
ten years’ time. The state health officer wants 
the man returned to him thoroughly grounded in 
details. The course in public health has been 
more concerned with what is vaguely called dis- 
ciplines. Again, the division chief who is to put 
the Master of Science in Public Health to work 
in a child health conference wants that individual 
to know how to run a child health conference, 
whereas the instruction the student was given 
was more largely along the lines of why child 
health conferences are operated. Perhaps these 
varying perspectives may best be summarized 
in this way: the state health officer feels that 
if an epidemiologist is good he may in time be- 
come an administrator, whereas the teacher’s at- 
titude has been that the only good administrators 
are dead administrators. These disagreements 
were and are not serious. On the contrary, they 
constitute worth-while evidence of growth and 
vigor, to be expected and to be studied profit- 
ably. 

About ten or twelve years ago a somewhat new 
method of preparing public health personnel was 
put into operation. This became known as the 
short course, and was offered by universities in 
close cooperation with and under the stimulus 
of state health departments. The course con- 
sisted of six to eight weeks of intramural in- 
struction plus four to six weeks of field experi- 
ence in training stations set up for the reception 
of students. Instruction here must be largely 
vocational. There is not time for basic sciences. 
There is not much opportunity for delving into 
general principles. There is no possibility of 
the research approach. Instead, students were 
and are taught mainly procedures involved in 
various programs in which, in a short time, they 
must participate. The faculty in these short 
courses is made up of university and state health 
department personnel, the latter usually predom- 
inating. 

In many ways the products of these courses 
more nearly met the immediate needs of the state 
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health officer than did those who had spent a 
full academic year in intramural instruction. In 
the first place, the short-term students were 
available much more quickly than those who were 
to be away for a long period of time. Secondly, 
those who had completed the course resembled 
to some extent Mr. Kipling’s female, in that 
they were launched for one sole issue, armed and 
engined for the same. They were ready to go 
to work as health officers, even though they did 
not have the ground work for the future. 


The discussion . heretofore has largely con- 
cerned the development of courses designed to 
prepare students to enter general duty in the 
health field. It is not practicable to go into 
detail as to public health courses and field expe- 
rience for nurses, engineers and sanitary inspec- 
tors, but it may be said that they have gone 
through a somewhat similar development. The 
engineers have received their special training 
in public health along two general lines: they 
have gone either to schools particularly set up 
for intensive courses in the engineering and en- 
vironmental-biologic aspects of public health, or 
they have attended one of the more general pub- 
lic health schools, taking the same basic courses 
as do the health officers, but concentrating their 
electives in the field of sanitation. The nurses, 
in their public health education, in some in- 
stances rather completely broke away from the 
medical and hospital atmosphere and established 
their public health courses in teachers’ colleges. 
To some extent this was from necessity, but to 
a considerable degree from choice. The neces- 
sity arose because the majority of nurses do not 
possess a bachelor’s degree and are not, therefore, 
in position to do graduate work. Teachers’ col- 
leges are geared to give undergraduate instruc- 
tion and the schools of public health are not. 
Another reason, however, for the placement of 
public health nursing education in teachers’ col- 
leges is that the leaders in public health nursing 
regard the public health nurse as essentially a 
teacher and, with this in mind, have felt it 
highly important that these students receive in- 
struction in teaching methods. While it is an 
open question as to whether or not the instruc- 
tion in teaching methods which she receives may 
be applied by the nurse in the field as they 
would be applied in a classroom, public health 
courses for nurses do provide instruction along 
certain lines which the public health schools have 
neglected. Reference is here made to the fact 
that the nursing education in public health in- 
cludes courses in sociology and psychology. 
These were not provided in the establishment 
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of the conventional public health curriculum, with the belief that courses of this sort should be 


and even today are recognized only grudgingly 
and sparingly. 

Until comparatively recently sanitary inspec- 
tors learned their jobs by experience. They are 
now becoming more conscious of themselves as a 
group and most of them are quite ready to make 
sacrifices for formal training. It has not been 
easy to provide public health education for in- 
spectors, although a few universities have set up 
courses designed to meet their needs. Their 
educational background has in the past ranged 
from sub-high school to a year or two of college 
work, with an occasional graduate. The demands 
of their jobs may necessitate highly specialized 
knowledge in a limited field, or rule of thumb 
procedures in many aspects of sanitation. Thus 
one may be entirely concerned with drainage op- 
erations and malaria control, another with the 
inspection of food, a third may devote his entire 
time to the sanitation of dairies. Again, there 
is the inspector who is an expert in building 
the sanitary privy and nothing else, and finally, 
in the small town, one may do a little of every- 
thing. In most places, their instruction has 
been and continues to be on the sub-professional 
grade. 

Public health personnel naturally includes 
personnel who occupy categories not already re- 
ferred to. There is the statistician, who comes 
with a mathematical background; there is the 
helminthologist, protozoologist and entomolo- 
gist, most of whom have a basic training in 
biology. Coming strongly to the front is the in- 
dustrial hygienist, who may be a physician, an 
engineer, a physiologist, a chemist. The bacteri- 
ologist may be medical or non-medical, the nu- 
tritionist may have been drawn from biochem- 
istry or physiology or may have traveled the 
road of home economics. The worker in health 
education may come from the teaching field, the 
medical field, from the newspaper, or may just 
have gotten interested in health education. In 
addition, and extremely important, are those in 
the medical field who will engage in the clinical 
aspects of public health: tuberculosis, syphilis, 
acute communicable diseases, maternal hygiene, 
infant hygiene. In most instances, persons en- 


gaged in clinic work have already had consider- 
able postgraduate instruction in their special 
fields. They may or may not obtain graduate 
instruction in public health. 

It will be noted that no reference has been 
made to public health courses for medical stu- 
dents. This has been omitted rather deliberately, 


designed to meet what will be the needs of the 
practitioner of medicine rather than of a career 
worker in the field of public health. Quite obvi- 
ously, a respectable course in preventive medi- 
cine and public health will arouse the interest 
of medical students, give them more understand- 
ing of public health work, and may cause some 
of them to look favorably upon this field. It 
is to be doubted that one may hope for more 
than this in the medical school; it is certainly 
a mistake for instructors in medical schools to 
attempt to make little health officers out of 
medical students. 

In this attempt to review methods of educa- 
tion of public health personnel there has been an 
effort to recognize certain problems and trends, 
and to bring the situation up to the present. 
The problem today is being watched and com- 
mented upon by various organizations, interests 
and individuals. For some years the American 
Public Health Association has had a committee 
on professional education, which from time to 
time issues restrained but suggestive reports. 
In a few instances, public health schools have 
been inspected and rated, for one reason or an- 
other. From time to time papers such as this 
appear. Naturally, there are divergent opinions 
in the matter. There are, for instance, those 
who believe that public health courses are too 
practical and approach the vocational, which 
word, of course, is anathema in most university 
circles. On the other hand, an equal or greater 
number think the courses are too theoretical, that 
too much time is spent upon matters quite remote 
from the problems which the student will in fu- 
ture meet. One not infrequently encounters 
the suggestion that an authoritative agency 
should lay down minimum standards as tc con- 
tent and length of courses, as was done to some 
extent in medicine about thirty years ago. Op- 
posed to this idea is a group which believes 
that education in public health is too new, the 
demands in the field too shifting to permit any 
standardization of courses, and who are con- 
vinced that standards would stifle healthy devel- 
opment. Again, if the matter were left to some 
of those in the academic field, the student would 
spend all of his time in research of one sort or 
another, while if others had the controlling voice, 
the course in public health would consist essen- 
tially of supervised field experience. There is, 
too, some conflict of opinion as to whether any 
course in public health may fit a non-medical 
person to assume the duties as health officer, 
and in some of the large cities the training which 
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medical social workers have gotten is considered 
as adequate for the performance of most of the 
work of the public health nurse, except bedside 
care. Finally, there are those who seriously 
question whether any course in a university 
makes an individual competent to enter imme- 
diately upon his or her duties in the health 
field. Persons thinking along these lines com- 
pare postgraduate public health work to medical 
education. They believe that the recent grad- 
uate in public health needs something compar- 
able to an internship before he may be profit- 
ably and safely utilized without close supervi- 
sion. 

From this background of problems and prac- 
tices and divergent opinions, one may not safely 
indulge in unalterable convictions. It does seem 
permissible, however, to draw certain tentative 
conclusions, and these are submitted for consid- 
eration. 

(1) The field training station and the short 
course contribute in preparing the new appointee 
for immediate service, but do not prepare him 
for future development. 

- (2) Courses in public health occupying one 
or more academic years of graduate study meet 
to a great extent, but not completely, the needs 
of perseus entering public health work. Such 
academic instruction should be supplemented by 
actual experience. 

(3) Administrative health agencies need to 
consider seriously the provision of a type of ex- 
perience comparable to an internship, for those 
who have had graduate education in public 
health. 


(4) Persons registering for the course lead- 
ing to the master’s degree in public health should 
already have acquired a professional competence 
in some field basic to public health work: medi- 
cine, engineering, nursing, dentistry. The course 
itself should be designed as the ground work 
upon which the graduate will build a career in 
public health along lines in which he or she has 
previously acquired a professional status. 

(5) For persons without a previously ac- 
quired professional competence, but who desire 
to equip themselves along special lines in public 
health, courses occupying two to three years 
should be offered, their completion to be recog- 
nized by some degree other than master of pub- 
lic health or master of science in public health. 


(6) Though there has been some progress 
toward coordination of university instruction in 
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public health, courses remain far too depart- 
mentalized. 

(7) There are probably three major deficien- 
cies, now being corrected, in the teaching of 
public health administration: these are (a) fail- 
ure to provide instruction in generally applicable 
principles of organization, management, person- 
nel relationships, mass psychology, and similar 
administrative considerations long recognized in 
the business world. (b) An insufficient orienta- 
tion of the student as to the effect of social and 
economic conditions upon public health prac- 
tice. (c) Too much lecturing and too little dry 
clinics, too much ex cathedra presentation and 
not enough problems for discussion. 


(8) The tendency to have public health nurs- 
ing education given through teachers’ colleges 
is understandable as regards nurses not prepared 
to enter upon graduate study. It would prob- 
ably be more profitable for graduate nurses with 
college degrees to attend the general public 
health courses, concentrating their electives in 
nursing rather than to confine their graduate 
work to nursing education. 


In summary, then, it is seen that the education 
of public health personnel has made creditable 
advances in the past twenty-five years. Proce- 
dures are not perfect, but most of the deficiencies 
which exist are known or are becoming recog- 
nized, and corrective measures are within reach. 
Through graduate instruction the young physi- 
cian, nurse, engineer or dentist who today adopts 
public health work as a career is better equipped 
for service to the community and for profes- 
sional development than has ever before been the 
case. 


DISCUSSION (Abstract) 


Dr. Felix J. Underwood, Jackson, Miss——Speaking of 
education of personnel, I will never forget an experience 
I had in Mississippi in 1935, when we decided that we 
would not employ a sanitation supervisor who did not 
have a bachelor’s degree from a recognized institution 
of learning. I had a friend who was very influential 
politically and had done a great deal for the work I 
represent in that State. It would have been a pleasure 
to do anything in the world that I could for him, with- 
out compromising principle. He was the type of man 
who would do anything on earth for a friend, and he 
expected the friend to do the same for him when he 
called upon him. 

He came into my office and asked me to employ a 
nephew of his as sanitation supervisor of his home 
county. 

I said: “He cannot be employed in his home county. 
Where did he finish college, and when?” 

He replied: ‘He never entered college, much less 
finished. He quit high school before he was through 
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and went to work. He is a good worker. That is 
what you want, isn’t it, somebody who will work?” 

I said: “Yes, we want people who will work, but it 
so happens he will have to have a college education.” 

My friend looked at me with all the scorn that he 
could command and said: “Do you mean to tell me, 
Felix, that that boy has got to have a college education 
to go out and build a privy?” 


I talked to him at length of the duties of a sanitation 
supervisor until he seemed to understand. 

The rapid advances in public health work undoubtedly 
require more urgently than ever before competent and 
well-trained personnel. It is obvious that no amount 
of education can ever be substituted for experience in 
any given field, and the other way around. It takes 
both. However, the acquisition of knowledge is greatly 
accelerated through university training. It is good to 
see that real progress is being made in developing well- 
rounded courses for those desiring public health ca- 
reers, 

This is a decided advantage over the trial and error 
system of early public health development. It enables 
the person with some aptitude and intelligence to gain 
much more readily the knowledge and experience neces- 
sary for efficient public health service. After all, that 
is what it is all about, to be efficient and to render 
service of the right kind. Basing his studies upon the 
accumulated experiences of those who have gone be- 
fore, the educated man is in a position to analyze the 
methods and procedures which have proven effective 
and those which have been found lacking also. In this 
way he develops a better understanding of public health 
needs and certainly avoids repetition of many needless 
mistakes, 

I heartily approve the internship period for the public 
health worker, as for the medical student, immediately 
following completion of a given course of study. I 
think this will enable him to get an insight into special 
health problems and unusual situations which he will 
not encounter in the regular course of training. 

I wish that all medical schools would let the student 
understand a little about legitimate public health and 
make him feel that he would prefer to locate and prac- 
tice in a community that had a good public health pro- 
gram rather than in one that did not, because there is 
so much that public health can do for the practitioner, 
and there is much that a practitioner can do for public 
health. 

We have teachers in my State who refuse to teach in a 
county that has not a good health department. It has 
come to the point where the best teachers are very 
open and above board about this. 

It may be said that the provisions of the Social Se- 
curity Act have given more impetus to improvements 
in personnel training for public health than perhaps 
any other factor in recent years. The higher standards 
which have been brought about are reflected in the in- 
creased efficiency of the whole public health program. 
From health officers to the clerical personnel, there is 
noted new interest and alertness in keeping up with 
the job. Provision of scholarships here and there seems 
to have had a stimulating influence all around, in that 
many workers have undertaken educational improve- 
ments on their own, when there is not money enough 
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to go around. On the whole, the prediction for the 
future seems to be that there can be no letting up of 
continuous public health training, regardless of how 
far one may have advanced in any given phase of it. 

The manifold complexities of everyday living demand 
expansion of public health services. This we must be 
prepared to meet by taking advantage of the many 
opportunities for study and self-improvement presented 
each day, and every day there shall be a much easier 
approach to the public health problems ahead of us. 
We will be much more likely to solve them if we con- 
tinue to increase and expand our facilities for health 
education of personnel, and if we as administrators 
take full advantage of our opportunities. 

I want to say here and now that, in my State, my 
immediate predecessor, who is here in this room, built 
a foundation of granite and stone for public health by 
having laws enacted before I succeeded him. He had 
laws enacted that made it much easier for us to make 
rapid progress, because there were no legal obstacles 
to overcome. We shall ever be grateful to him for 
making it possible for Mississippi to make the progress 
it has made in the field of public health. I am referring 
to Dr. Waller S. Leathers, my immediate predecessor. 


Miss Mary J. Dunn, Washington, D. C—In behalf of 
public health nursing, I wish to concur in practically all 
of the points that have been presented by Dr. Mustard 
and by Dr. Underwood. 

We are now taking stock, as it were, and in so doing 
we realize that perhaps we have not been preparing our 
nurses very adequately for the field of public health. In 
light of this fact, we are endeavoring to revise our 
public health nursing curriculum and to put it on a 
more practical basis. As a result, we hope to prepare 
a public health nurse who will function effectively. 

Dr. Mustard mentioned that our first public health 
nursing programs of study were established in teachers’ 
colleges. That is quite true, and we are grateful to those 
institutions of higher learning which opened their doors 
to us. However, it is generally believed today that our 
public health nursing programs of study should be more 
closely aligned with our schools of public health. 


Dr. Mustard mentioned that teachers’ colleges have 
much to offer in the fields of sociology and psychology. 
While this is quite true, we are not wholly sure that 
we want the already established courses of sociology 
and psychology as a part of our public health nursing 
programs of study, and given per se, but rather do we 
want the inclusion of the sociologic and the psychologic 
factors with relation to each branch of public health 
nursing service. 


Dr. M. V. Ziegler, Washington, D. C.—I should like 
to ask Dr. Mustard two questions. 

One question has to do with the influence that has. 
been brought to bear on the courses in these various 
schools by the standards that have been established by 
the Committee of Professional Education, by the Con- 
ference of State and Provincial Health Officers, and. 
those that are about to be established under the merit 
system with reference to the job description, the educa- 
tional qualifications for these various public health po- 
sitions. I have in mind whether the teaching in these 
schools will be directed into the channels described by 
the committees. 
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The other question that I want to pose at this time 
is one that comes to me from time to time, and that is 
the school’s attitude or the instructors’ attitude upon 
acceptance of individuals who are sent to these schools, 
and there is a no man’s land or a clashing between the 
educator or instructor in the institution and those of 
you who are responsible for guiding or selecting various 
types of individuals to receive professional education. I 
should like to have your thoughts upon that. 


Dr. John A. Ferrell, New York, N. Y.—Eligibility 
training requirements vary widely among the states 
and even among the lesser governmental jurisdictions 
within particular states. 

Dr. Mustard mentioned an erroneous opinion he had 
heard to the effect that the only good public health 
administrator was a dead administrator. I heard a 
statement to the effect that a man should not take up 
administration as a career until he has tried research 
and failed or ceased to be productive. Like Dr. Mustard, 
I believe the exceptionally able man should be drawn 
into the administrative branch of public health, but 
he should have or should obtain a thoreugh course 
of training designed to equip him for his duties. 

Dr. Mustard, Miss Dunn and Dr. Ziegler have em- 
phasized that courses of training in the public health 
field are new, that we are in an evolutionary stage, 
and that standardization of instruction should not be 
attempted, .certainly not now. Certain broad princi- 
ples, to be sure, might be adopted. They should rep- 
resent in part the views of teachers of public health and 
in part the ideas of the public health workers. 

Whether or not any one of the committees mentioned 
by Dr. Mustard is ideally qualified to specify in the 
main what should be the content of courses for public 
health personnel I am not prepared to say. Each un- 
doubtedly has rendered valuable services. Experience 
may indicate that a new committee, small in size, having 
selected members from school of public health faculties 
and from official health organizations, can more effec- 
tively advance the program of training personnel. Cer- 
tainly attempts rigidly to standardize the content of 
courses should be avoided. 


Dr. Carl V. Reynolds, Raleigh, N. C—Medicine is di- 
vided into two fields: preventive medicine and curative 
medicine. These two branches are so interlocked and 
interwoven that the success or failure of one depends 
upon the success or failure of the other. 


I think Dr. Mustard meant and really said, that in 
medical colleges medical students get little informa- 
tion as to the meaning and value and importance of 
preventive medicine. It seems to me that the success 
of both preventive and curative medicine depends upon 
how much knowledge the medical student gets out of 
preventive medicine while in college. It would change 
his entire attitude if he realized and appreciated what 
preventive medicine really is. Having this knowledge, 
he will be less individualistic and more collectivistic and 
more sympathetic. The conclusion of the whole thing 
would be that he would work more cooperatively, and 
the general population would be better served, and we 
should all be much happier. 


Dr. Mustard (closing) —I quite agree with Miss Dunn 
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that there is considerable difficulty in having students 
in public health get a great deal out of courses in 
sociology and psychology, given primarily for some 
other group. We have not yet developed satisfactory 
methods of presenting these subjects in graduate pub- 
lic health instruction, and although they are extremely 
important they have, to a great extent, been neglected. 


In the matter of standards, about which Dr, Ziegler 
asked, and to which Dr. Ferrell referred, I should like 
to emphasize, which I perhaps did not do clearly enough 
in my paper, that I do not think it is time, if there 
ever is a time, for any rigid standardization in the teach- 
ing of postgraduate public health work. I think there 
should be developed instead, more and more clearly, 
the job demands of the men who are taking those 
courses, and then through conference between admin- 
istrators and the persons teaching, we should be able 
to evolve a satisfactory system of instruction which 


would meet the demands of the various jobs in public 
health. 


A second question of Dr. Ziegler’s was, what would 
the universities do about admitting men sent by the 
state health officers. I presume that Dr. Ziegler 
means in those instances where admissions authorities do 
not consider the applicant qualified. In general, I think 
the schools have come to recognize that in most in- 
stances the state health officers, and a few city health 
officers, have exercised excellent judgment in the men 
whom they have sent; and yet I believe the universities 
must insist that, regardless of the source from which a 
student comes, he possess those qualities and potentiali- 
ties which would make it worth-while to invest this 
education in him. 


In regard to Dr. Ferrell’s remarks, I should like first 
to emphasize that I did not say that the only good 
administrators are dead administrators, because that 
would amount to a condemnation of myself. I did not 
say that. I said that this has sometimes been the 
academic point of view. Public health administration 
has not been regarded as a science, and yet the more 
I dig into it, the more am I convinced that it is a science 
so complex that we are just beginning to scratch the 
surface, and discover its underlying principles. 

The last thing that I should like to mention is what 
Dr. Reynolds said. He emphasized that it was extremely 
important that the medical student get a good under- 
standing of preventive medicine and public health. I 
heartily agree with Dr. Reynolds. The point that I was 
trying to make, and am trying to make is that often an 
instructor who has himself done public health work 
has a tendency to give medical students a postgraduate 
course in public health rather than to provide them with 
the kind of instruction which will inform them, which 
will provide a perspective of public health which will 
make them fit into the community work being done in 
public health. That is why I believe it a serious 
mistake to attempt to make little health officers out of 
medical students. Often they go before a bureau direc- 
tor and he spends an hour telling them of his problems 
as a bureau director. This is useless, non-productive 
and a waste of time for all parties concerned. 
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HOUSING OF HEALTH DEPARTMENTS* 


By W. B. Grayson, M.D.t 
Little Rock, Arkansas 


With the progress and development of public 
health in recent years minimum standards have 
been formulated for the education, training and 
experience necessary for employment of all types 
of public health personnel. Standards have been 
formulated for many of the various fields of ac- 
tivity, financing and administration, but the 
question of housing of health departments has 
been neglected. The federal agencies in their 
allocation of funds to the states, and the state 
health departments in their reallocation of funds 
to local areas, have properly been most solic- 
itous as to personnel qualifications, tenure of 
office, program and activities, and financing. 
Both federal and state agencies have been con- 
tent, however, to leave the arrangements for 
housing of local health departments in the hands 
of county commissioners, county judges, mayors 
and the local health officer. In order to save 
rent, wherever possible space has been provided 
in the court houses, usually one or two rooms 
in a dark corner of the basement or on an upper 
floor with one or more flights of stairs in vary- 
ing degrees of repair to be climbed. This has 
been justified on the grounds of saving rent and 
utilities, and to associate the health department 
in the minds of the people with local govern- 
ment. In my opinion, none of these is sufficient 
justification for housing local health depart- 
ments in court houses with inadequate space, in 
an ill-lighted basement, or up stairs which pre- 
natal cases, syphilitic heart cases and tuberculous 
patients must climb, or young children fall down. 
Frequently, the nose will lead one unerringly 
to the court house by the odor of decomposing 
urine in public toilets; and the floors and walls 
are stained with tobacco spit from court house 
loungers. I wonder whether health departments 
housed in court houses are more often asso- 
ciated in the minds of the public with these 
elements rather than with the fact that the health 
department is a unit of local government. Or, 
perhaps the association is with cheap political 
activities. I am confident that even the most 
underprivileged and ignorant, as well as those 
of better station, are more receptive toward 
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health education and health services where these 
are offered in clean, attractive, well-furnished 
surroundings with sufficient privacy than in of- 
fices where the opposite is true. 

When space is not available in court houses, 
the next most common procedure has been to 
rent offices in a downtown building, usually the 
cheapest possible. It is not beyond considera- 
tion that the connection the renter may have 
with the county judge or mayor more often de- 
termines the location of the offices than its de- 
sirability as a location for a health department. 
We have been warned against locating such of- 
fices in close proximity to an established indi- 
vidual private physician or group of physicians, 
because of the fear of the tendency of close as- 
sociation of the health department to a clique. 
The advantages of such downtown locations are 
that they are usually readily accessible in a 
central business district, and tend to be cleaner 
and better kept than court houses. The disad- 
vantages are that almost invariably they are up 
one or more flights of narrow stairs, not con- 
veniently arranged for a health department, with 
insufficient floor space, ill-lighted and poorly 
ventilated, lacking in toilet facilities, and they 
are often fire traps. 

In recent years, with increases in the per- 
sonnel of local health departments, there has 
been a tendency for them to purchase or rent 
and remodel a centrally located private dwelling. 
This usually proves quite satisfactory. The liv- 
ing room becomes the waiting room, meeting or 
special conference room; the dining or front 
bedroom becomes the medical director’s private 
office; and the other a room for the clerk, records 
and reports. The kitchen becomes a laboratory 
or clinic examination and treatment room, or a 
combination. Remaining bedrooms become of- 
fices for nurses, sanitary officers and other per- 
sonnel. There is, of course, closet space for stor- 
age and a toilet. While such headquarters are 
usually entirely satisfactory, possible objections 
come chiefly in finding a suitable home in a read- 
ily accessible location. The partitions and ar- 
rangements may not be optimum for a health de- 
partment, and the building may not be fitting 
to the dignity of the department. 

In the last few years there has been a marked 
improvement in both the housing and the sup- 
plies and equipment for local health departments 
in Arkansas, and, I am informed, in almost all 
of the states. However, it is still true that the 
great majority continue to be inadequate and un- 
satisfactory. The improvements have been forced 
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by increases in personnel and functions, and 
made possible by increasing public and financial 
support, and to some extent by federal build- 
ing and public works projects. This brings us 
to a consideration of the construction of new 
buildings planned to house health departments. 
The first question is that of location. Should 
it be associated with governmental administra- 
tion? When a new court house is being con- 
structed should space be planned for the health 
department, or, if a separate building is planned 
for the health department, should it be placed 
on the court house grounds? Second, should it 
be associated with medical care activities, that 
is, in connection with, on the grounds of, or 
near a community hospital or outpatient depart- 
ment? Third, should it be by itself, entirely 
separate from governmental administrative build- 
ings or from medical care institutions? Fourth, 
and finally, should it be a health center hous- 
ing all agencies which conduct health activities: 
the health department, tuberculosis and visiting 
nurse associations, medical-social welfare agen- 
cies and other official and non-official agencies, 
including perhaps recreational facilities? 

The decision as to location with government, 
medical care, alone, or in a health center, in 
each case depends upon local circumstances, in- 
cluding the local philosophy of public health, 
funds available, and degree of coordination with 
governmental, medical care, or non-official agen- 
cies. In every instance, however, the accessi- 
bility to the public from the standpoint of trans- 
portation must be first, and the health depart- 
ment should be situated on the ground floor un- 
less adequate elevator service is available. 

We have in Arkansas examples of every type 
of housing for local health departments so far 
described except those in connection with com- 
munity hospitals as proposed in the President’s 
hospital plan, and the health center. We realize 
the close inter-connections between local health 
departments and local government, health de- 
partments and medical care, and health depart- 
ments and non-official agencies, but feel that in 
general the most practical plan is for a separate 
building for the health department, even though 
it be located in any of the places mentioned. 

All of the previous discussion of the housing 
of local health departments applies in a large 
measure also to the housing of state health de- 
partments. We believe, however, that the state 
health department, at least in Arkansas, is not 
a direct service agency to the public, particularly 
in the field of medical care, and therefore, should 
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be established on the state capitol grounds. The 
provision of adequate quarters will improve both 
the quality and quantity of work of all person- 
nel, removing overcrowding and interruptions, 
and will increase the standing and respect of 
the department. Provision should always be in- 
cluded for future expansion. 

The time has come to establish minimum ac- 
ceptable standards for the housing of health de- 
partments to be required before their establish- 
ments or as soon as possible thereafter. 


PHARYNGEAL AND LARYNGOPHARYN- 
GEAL CANCER* 


A NEW COMBINATION OF SURGERY AND RADIATION 
THERAPY IN THEIR TREATMENT 
PRELIMINARY REPORT OF FOUR CASES 


By Mi tarp F. ArBucktE, M.D. 
and 


A. C. Stutsman, M.D. 
St. Louis, Missouri 


The treatment of cancer in this region, by any 
and all means at our disposal, has been, and still 
is, unsatisfactory. Because of their widespread 
ramifications, attempts at complete destruction 
of such tumors by surgical means has been uni- 
versally disappointing. Treatment by radiation, 
in so far as the tumor itself is concerned, has 
been more encouraging, but the results often 
have been marred by reason of the fact that 
normal tissues within the line of fire have been 
killed. This is followed all too frequently by 
progressive infection and death of the patient 
from sepsis and hemorrhage. This process starts 
with x-ray injury to the laryngeal cartilages and 
gradually invades the wall of the pharynx by 
erosion. It is not unusual to see the tumor it- 
self destroyed by radiation, but to our disap- 
pointment the cartilage becomes edematous and 
finally breaks down. This process is likely to 
persist over a long period and, once present, re- 
turn to normal is very unlikely. In an effort 
to avoid radiation reaction of the laryngeal car- 
tilages following radiation therapy for cancer 
of the pharynx and laryngopharynx, we have 
removed the normal thyroid and epiglottic car- 
tilages before radiation was instituted. This 
has been done in four cases and our results up 
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to date are of sufficient interest, we think, to 
justify this preliminary report. 


Case 1—A 57-year-old white man with a squamous 
cell carcinoma, Grade III, of the hypopharynx was seen 
in the wards of the St. Louis County Hospital. The 
history was that of disturbed deglutition, respiration 
and phonation, with fifteen pounds weight loss. The 
lesion involved the external wall of the larynx, the phar- 
ynx and the floor of the pyriform sinus on the left side. 
The jugular glands on the same side were definitely en- 
larged and fixed. The thyroid and epiglottic cartilages 
were removed subperichondrially through a mid-line in- 
cision on May 8, 1940. Care was exercised to leave the 
perichondrium. A tracheotomy was done. The aryte- 
noid cartilages were not disturbed. The wound healed 
by first intention. The lumen of the larynx was prac- 
tically obliterated for ten days by postoperative edema. 
The edema then disappeared. 


Following the operative procedure, radiation therapy 
by the Coutard technic was carried out under the su- 
pervision of Dr. Sherwood Moore and Dr. Wendell 
Scott at the Mallinckrodt Institute of Radiology. The 
patient had a typical and satisfactory radiation reaction 
of both the skin and mucous membranes, including that 
of the larynx. This had practically all disappeared on 
July 27, 1940, when the patient again was brought into 
the hospital and a careful endoscopic examination was 
made. The area formerly occupied by cancer was now 
a smooth white scar with two small areas of ecchymosis 
in its center. The glands in the neck were no longer 
palpable. The man wears a small tracheotomy tube, 
but does most of his breathing through his larynx and 
has a very good voice. The movements of the larynx 
are practically normal, although the epiglottis is some- 
what curved on itself and lies in a more horizontal po- 
sition than it formally did. The patient’s appetite is 
good, he feels well and he has regained his weight. 


Case 2—A 71-year-old white man was seen in St. 
Louis County Hospital Clinic in the spring of 1940. He 
was complaining of a feeling of fullness in his throat and 
some difficulty in swallowing. Examination by the indi- 
rect method disclosed a large tumor involving the epiglot- 
tis. The tumor was about half the size of a golf ball. Bi- 
opsy was taken and the diagnosis was squamous cell car- 
cinoma. There were questionable lymph nodes in the 
neck, but these were not very striking. In addition to 
his cancer he had evidence of heart damage and he has 
diabetes. His diet was regulated as well as possible and 
his blood sugar was brought down to within a reason- 
able limit. The cartilages of his larynx were removed, 
leaving the soft tissues, and the epiglottis was removed 
in toto. There was considerable involvement of the 
base of his tongue, and of course it was impossible to 
remove all the cancer. This involvement extended over 
and involved the left lateral wall of the pharynx. Clos- 
ure was done and a tracheotomy tube was left in place. 
A nasal tube was used for feedinz. His postoperative 
course was complicated by congestive heart failure. 
His diabetic situation was kept fairly well in hand with 
the use of insulin, which had not been necessary prior 
to operation. His convalescence was rather slow on ac- 
count of these complications, but he gradually improved 
to such a point that x-ray therapy was started on Au- 
gust 26, 1940. As in all such cases, there was a tre- 
mendous sloughing of the tissues with edema, which 
cleared up in approximately six weeks. It is important 
to point out that these patients should be prepared 


SOUTHERN MEDICAL JOURNAL 


February 1941 


mentally for the procedure they are to go through so 
as to try to steer them clear of a severe state of melan- 
cholia. We had such a problem with this patient and 
with the patient to follow. After a period of about two 
months the tracheotomy tube was removed, even though 
all the cartilages of his larynx were removed at the 
time of the operation. He is now up and around, comes 
to the Clinic once a week on his own power, has a 
fair voice and good breathing space. He had some 
difficulty for a time in getting fluids down, but on 
November 12, 1940, he reported that he could swallow 
milk and water without strangling. 


Case 3——This 56-year-old white man was seen in St. 
Louis County Hospital Clinic in the late summer of 
1940. He complained of difficulty in swallowing, a 
feeling of fullness in his throat and a loss of weight over 
a period of several months. On examination with a 
mirror he had a large tumor involving his epiglottis, 
which was about the size of a hickory nut. It was dif- 
ficult to see the vocal cords, but they did not seem to 
be involved. A biopsy specimen was taken and the 
diagnosis was squamous cell carcinoma. There was no 
involvement of the true or false cords. His neck was 
literally full of glands on each side. On Octoh 8, 
1940, a tracheotomy was done, the larynx was skele on- 
ized and the thyroid cartilages were completely removed. 
The soft tissue of the interior of the larynx was divided 
and the epiglottis was removed in toto. We did not get 
all the tumor because there was considerable involve- 
ment at the base of the tongue, but this was not so 
marked as in the preceding case. X-ray therapy was 
started on October 19, 1940, and he is still under treat- 
ment. There was marked sloughing at the base of the 
tongue. This has all disappeared and the mucous mem- 
branes are smooth with no evidence of tumor. 


Case 4.—The patient had a suspension laryngoscopy 
December 4, 1933, and a biopsy specimen was taken. 
She had been hoarse for several months. The biopsy 
specimen was submitted to a number of pathologists 
with almost as many conflicting opinions. Dr. James 
Ewing suggested that the tumor was not benign, but 
precancerous in appearance. In February, 1934, she had 
a laryngotomy and diathermy applied to her vocal cords. 
Subsequent to this she had x-ray therapy with swelling 
and edema of the neck, which persisted, so that in 
May, 1934, cartilages of her larynx were removed. Five 
years later she had a gland in her neck, which was re- 
moved, and the diagnosis of this was squamous cell 
carcinoma. This time she had another course of x-ray 
therapy. Subsequent to this she had pain in her chest 
and some elevation of temperature, and it was suspected 
that she had metastatic cancer of the lung. She was 
bronchoscoped several times, but a ,ositive diagnosis 
was never made. Because of the pathologic condition 
in her neck she did have x-ray therapy to her chest. 

Cases 1 and 4 were operated upon by Dr. M. F. Ar- 
buckle. > 

Cases 2 and 3 were operated upon by Dr. M. F. Ar- 
buckle and Dr. A. C. Stutsman. 


539 North Grand Avenue 


DISCUSSION (Abstract) 


Dr. Francis E. LeJeune, New Orleans, La.—I have 
always felt that wherever surgery could be employed in 
a larynx it was far preferable to deep x-ray therapy 
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or the Coutard method of radiation. That has been 
my experience up to the present time. 


I have had occasion to see several larynxes which 
had had an excessive amount of radiation; one I saw 
in association with Dr. Gabriel Tucker. In spite of 
receiving large doses of deep x-ray therapy, this par- 
ticular patient had a recurrence and it was questionable 
whether surgery would be successful after he had re- 
ceived heavy radiation. A laryngectomy was done and 
because of postoperative sloughing it was necessary to 
keep him in the hospital for months. In another such 
case which had had excessive radiation followed by sur- 
gery, practically five months’ hospitalization were nec- 
essary before healing took place. 


That has been my experience with x-ray therapy, and 
I am glad to hear Dr. Arbuckle tell us about the bright 
side of it and that he does get good results. Possibly 
his technician or his radiologist may be using radiation 
differently from those to whom I have occasion to 
refer work to. However, the case I just mentioned that 
Dr. Tucker and I saw together received his radiation 
_ Philadelphia, where the radiologists are unusually 
skilful. 


I should like to ask Dr. Arbuckle whether there are 
any tricks to the administration of this type of radia- 
tion that I could have my men in New Orleans em- 
ploy to help me just a little bit more, because, frankly, 
those cases that have been radiated have simply been 
lulled inta a sense of false security and eventually the 
carcinomatous lesion has recurred. Radiation would 
be of particular benefit in cases where the lesion is pres- 
ent in the pyriform fossa or in the hypopharyngeal area, 
the mouth of the esophagus particularly, where these 
cases are practically inoperable, and I should like to ask 
Dr, Arbuckle what his experience has been in these 
cases. 


I have not had any experience with the removal of a 
part of the thyroid cartilage, followed by radiation. I 
think that brings up a new field, but if radiation does 
not help out the metastatic glands, then I do not 
see why it should help the lesions inside of the larynx 
if the cartilage is removed. That is the first question 
that occurs to me. I am happy to hear this good re- 
port. If we could cure by radiation some of these 
unfortunate individuals who have lesions in the pyriform 
fossa particularly, it would certainly be a godsend to 
them. 


Dr. Arbuckle (closing) —Dr. Stutsman, who works 
with me, has done most of the work in these cases. I 
am in thorough agreement with Dr. LeJeune’s statements 
that surgery is the treatment of choice when we can 
destroy any laryngeal tumor by it. Of course, I do not 
know whether or not the method of treatment just de- 
scribed will later on be thought an improvement; only 
time will tell. At any rate, we have nothing to lose, 
because the mortality rate in pharyngeal or laryngo- 
pharyngeal cancer has been nearly 100 per cent regard- 
less of the form of treatment used. In all varieties 
of laryngeal cancer except genuine cordal cancer the 
mortality still is distressingly high. 

I am sure your men, Dr. LeJeune, are just as good 
as ours. I do not profess to know anything about the 
technic of radiation. When a patient is getting radia- 
tion therapy and his reaction begins to be too severe, 
we permit him rest for a short time and then start 
treatment again. We try to make daily observations 
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on these patients with regard to their radiation sensi- 
tivity. When we think of classifying tumors by reason 
of the presence or absence of young or adult cells we 
often are confused by the fact that during treatment 
or afterwards the tumor does not behave according to 
Hoyle. 

Jesberg, in Los Angeles, last spring showed a group 
of county hospital cases (175, I think) in some of 
which he had been able to secure beautiful results, 
while in others the treatment was of no_ benefit. 
Apropos of the question of radiation versus surgery 
in selecting treatment, the question often has occurred 
to me that if radiation therapy will cure the metastasis 
why would it not have also cured the original lesion, and 
if so, why not use it first and leave surgery out of the 
consideration? In.order to be clearly understood, I 
should like to say again that when a tumor can be 
destroyed surgically, that, in my opinion, is the method 
of choice for treatment. When there is a doubt then 
radiation should be used alone or in combination with 
surgery, but certainly radiation should be used when we 
are not sure we can get all the cancer, as is possible to 
do, for example, in cordal cancer. 


THE SCIENCE AND ART OF CANCER 
THERAPY* 


By E. Myers, M.D. 
Oklahoma City, Oklahoma 


In the uncertain, troublous sea which lies 
ahead, there is naught we can do beyond striv- 
ing to keep our ship on even keel. We must 
take frequent observations and perhaps occa- 
sionally turn our prow toward those havens 
where in former times we have found compara- 
tive calm. 

For many years we have been worshiping at 
the shrine of science. That is well and good. 
She has been a great teacher. Unfortunately, 
along with our scientific advances, we have often 
been inclined to forget that we are still dealing 
with the same type of human beings, that hu- 
manity suffers from the same anxieties as for- 
merly, that it possesses the same hopes and fears. 
The old family doctor was revered largely be- 
cause of his sympathetic understanding of his 
patients and his ability to allay their apprehen- 
sion. 


In this day of specialization we have need- 
lessly strayed from his enviable position. This 
is especially true of cancer therapy. In no other 
field is the milk of human kindness more needed. 
Among other things it bespeaks great caution 
in broaching such a diagnosis to patients. This 
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is still true in most cases even though they may 
say they want to know the truth. At times it 
would appear that the fear of this disease is the 
modus operandi by which some hope to increase 
their emolument for treatment. Many patients, 
because they believe it incurable, shrink in ter- 
ror at the thought of cancer. Consequently, if 
such a diagnosis is abruptly presented to them, 
they occasionally suffer so much from the mental 
shock that, for a time, it may seriously interfere 
with the proper pursuit of therapy. Occasion- 
ally we have seen the too honest physician by 
his positiveness so unnerve patients and rela- 
tives that they have turned, sometimes to less 
competent men, in the search of a more favorable 
diagnosis. On the other hand, if they are 
brought gradually to a realization of the nature 
of their ailment, there is a slow mental readjust- 
ment which goes far to mitigate the painful truth. 
Even after the diagnosis is known, it is often 
appreciated by patients, if in their presence the 
word cancer is deleted from the vocabulary. 

During the course of treatment and aft- 
erward the patient should be kept in as op- 
timistic an atmosphere as possible. The pes- 
simist has no place in the field of cancer therapy. 
All too often Job’s comforters in the form of 
gossiping relatives, friends and neighbors serve 
to keep the patient in constant mental turmoil 
by telling him about others who, of course, 
had exactly the same condition and were treated 
in the same manner to no avail. Fortunately, 
there are usually others who can seem to think 
only of similar cases which were cured. Their 
presence calms the patient’s fears. Their ef- 
forts should be encouraged. Through them the 
contact of the former with the patient should 
be made as difficult as possible. 

Unfortunately, some physicians seem to think 
it their bounden duty to be brutally frank with 
relatives and occasionally with patients as to the 
gravity of their condition and the final prog- 
nosis. They, of course, belong to the group of 
pessimists. Sometimes they seem more con- 
cerned in a demonstration of their ability than 
in the peace of mind of their patient. Rarely 
does this frank presentation of what is thought 
to be the truth accomplish anything in the in- 
terest of relatives or patients. Even if this bitter 
judgment proves infallible, it is often resented 
by both. 

“The undiscover’d country from whose bourne 

No traveler returns, puzzles the will 
And makes us rather bear those ills we have 


Than fly to others we know not of? 
Thus conscience does make cowards of us all.” 
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The moving course of events accompanied by 
an occasional suggestion as to their import will 
gradually bring all concerned to a proper view 
of the road ahead with mind prepared. 

Since human knowledge at best has very 
definite limitations, our judgment quite often 
proves not to be infallible. Who of us has not 
found his pessimism at times unwarranted, at 
other times his optimism unfounded? This 
should always make our spoken prognosis a 
guarded one, but leaning toward the side of op- 
timism, since too much optimism is usually over- 
looked, if not appreciated, but too much pessi- 
mism is often bitterly resented. 

Some years ago an elderly lady of more than 
70 years of age with severe dyspnea was referred 
to us for therapy. She had a type of mediastinal 
tumor which was exceedingly radiosensitive. 
Under treatment she recovered very quickly and 
permanently from her symptoms. Almost im- 
mediately we discovered that her relatives had 
become strangely silent about the referring phy- 
sician. Obviously they had severed rela- 
tions with him. Weeks later we indirectly 
learned the cause. About the time we started the 
treatment a sister of the patient had died of 
pneumonia. She was to be buried near the 
old home more than a thousand miles away. 
The physician who had been taking care of both 
sisters had suggested in the interest of economy 
that they postpone the pilgrimage back home so 
that a second trip would not be necessary. After 
she got well, there was so much resentment of 
the family at the earlier suggestion that the pa- 
tient might die, as utterly to becloud the thought- 
fulness of the physician in trying to conserve 
their small finances and the merited gratitude 
at her recovery. 


Because of a mediastinal tumor shadow ac- 
companied by backache, a young woman was 
referred to us with a diagnosis of Hodgkin’s dis- 
ease. The symptoms were not typical, nor was 
the mediastinal shadow. In fact, our viewpoint 
of x-ray therapy was largely as a diagnostic aid. 
Shortly after therapy was instituted the referring 
physician, unknown to us, was importuned for 
the diagnosis and foolishly committed himself to 
a positive statement. She was an unusually 
intelligent woman and soon found out just what 
Hodgkin’s disease would mean to her. The next 
day we were confronted with the situation and 
spent a most uncomfortable half hour trying to 
repair the damage. It was obvious she had 
gone through plenty of mental anguish, and 
quite unnecessarily, as it soon became evident 
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she did not have Hodgkin’s disease. Nothing 
we were ever able to say could in any way as- 
suage the bitterness which she and her family 
felt for a formerly revered family physician. 

Even though we feel we belong definitely to 
the class of optimists, we find ourselves now and 
then quite unprepared for the favorable turn of 
events. Sometimes we have spoken and thereby 
displayed our limitations. At other times we 
have been very thankful that we have held our 
peace until the turn of events proved our earlier 
judgment quite erroneous. 

Several years ago a very emaciated, anemic 
man was brought to us for treatment with a 
diagnosis of carcinoma of the prostate. He had 
been having severe hemorrhages into his bladder 
and showed some x-ray evidence of metastasis 
into his pelvis. The examination had been car- 
ried out by a competent urologist. Because of 
this and the patient’s extreme weakness, we ac- 
cepted the diagnosis and neglected to try to form 
an opinion of our own. When his wife expressed 
to us the hope that his life might be spared for 
five years to help bring up their small children, 
it was very hard not to utter protest at the 
thought. As it happenea, he made an amazing 
recovery after a not very intensive course of 
pelvic therapy and has remained well for more 
than eight years. Need we say that we look 
back with much gratitude to the fact that we 
somehow held our tongue? May we also add 
that the correct diagnosis in this case is anyone’s 
guess? It certainly was not carcinoma of the 
prostate. 

In spite of this obvious limitation of knowl- 
edge, even among those who spend most of their 
time in the cancer field, there is a tendency in 
certain quarters to consider some surgical ex- 
perience and access to a deep therapy machine 
and radium the open sesame to the field of can- 
cer therapy. This accounts for quite a percent- 
age of the poor results obtained and also explains 
some of the pessimism exhibited by both pa- 
tients and physicians. In order to stem the on- 
rush of the hostile forces attacking the present 
practice of medicine, we must among other things 
strive to have the therapy of cancer more closely 
approach the frontiers of knowledge than it does 
today. 

Nearly 20 years ago Regaud, Pfahler and 
others began pointing out some of the funda- 
mental principles of radiation therapy which are 
generally accepted today. A little later Coutard 
began contributing to our knowledge of roentgen 
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therapy. The facts they have elucidated have 
immeasurably improved our results. 

It is generally recognized that carcinoma is 
most effectively treated by radiation therapy, if 
the disease-bearing area is gradually raised to a 
high degree of reaction. Formerly it was thought 
that the effect was wholly or almost wholly a 
direct action upon the cancer cells, but in more 
recent years we have come to feel that the more 
important part is the changes taking place in the 
cancer bed. If the treatment is applied grad- 
ually over a period of several weeks, a much 
higher reaction can be brought about and there- 
fore a greater lethal effect on cancer cells can 
be produced without serious damage to nor- 
mal tissue, than if the treatment is given more 
rapidly. In other words, it is the intensity of 
the reaction produced which tells the story. If 
the growth has not spread too far and the cancer 
cells are not too radioresistant, they can be de- 
stroyed. 


Such a conception unfortunately has failed to 
permeate some places where radium and x-ray 
therapy are in use. Often, although the total 
dose is high, it has been given in an interrupted 
series of treatments which at no time has pro- 
duced a very high degree of reaction. If the 
cancer cells are killed in the first series of treat- 
ments, then further therapy can do only harm in- 
stead of good. On the other hand, if the first 
series has not destroyed them, further series 
of treatments strike a cancer bed which is losing 
more and more of its power to react. This ex- 
plains the observation early in the history of 
radiation therapy that, following repeated non- 
lethal doses, epithelial tumors of the skin grad- 
ually become more and more resistant until 
finally no dose which has much therapeutic ef- 
fect can be given safely. If a sufficiently heavy 
dose has been applied in the first series, it is ques- 
tionable whether or not a second series can ac- 
complish any good in less than six months to a 
year. After sufficient time has elapsed, some 
of the reactivity to radiation is recovered and 
further treatment may prove worth-while. 


The intensity of the radiation reaction which 
can be safely produced might also be said to 
bear a more or less inverse ratio to the size of 
the area treated. This is largely due to the in- 
creasing effect of vascular changes as the area 
becomes larger, although the general systemic 
effect plays some part. Accordingly, the area 
to be treated should be kept as small as possi- 
ble. Sometimes after a fairly intensive reaction 
has been produced in a region somewhat larger 
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than is obviously involved, the field can then 
be advantageously contracted to the definite 
cancer area and the reaction further intensified. 


If cancer is to be cured, patients must often 
endure considerable discomfort from the effects 
of radiation treatment. This will be cheerfully 
borne, if the therapist has gained their confi- 
dence and closely observes them during the or- 
deal. At no time should any of the responsi- 
bility for the x-ray therapy be left entirely in the 
hands of the technician. Frequent examinations 
should be made and favorable changes should 
be properly used to build up the patient’s morale. 


After the treatment is concluded, examinations 
at short intervals should be continued for a few 
weeks, followed by less frequent ones over a 
period of several years. If the patient has not 
reacted favorably, I can think of nothing more 
destructive of their morale than the avidity some- 
times exhibited in getting the patient back in 
the hands of the referring physician as quickly 
as possible. No one likes to take care of a hope- 
less cancer patient. If we have treated them and 
gained their confidence, it is our duty to do what- 
ever we can for them. 


In these cases we often have to face the ques- 
tion of the use of narcotics. This should, of 
course, be postponed as long as possible because 
they have undesirable features at the best. Often 
the evil day can be delayed for some time by the 
use of aspirin, occasionally combined with drugs 
like phenacetin. In some cases snake venom 
seems to work quite effectively. When narcot- 
ics must be given, one should always keep a tight 
grip on the amount used, as sympathetic rela- 
tives are all too prone needlessly to increase the 
dose. If this tendency is not checked, the dose 
rapidly mounts with no better relief of pain, but 
with rapid demoralization of the patient. 


In recent years we have relied on dilaudid 
more and more, chiefly because in our hands its 
constipating action has seemed negligible. It 
is usually quite effective in relief of pain and 
apparently no more habit-forming than mor- 
phine. For many years we have failed to see 
any place for codeine. It is very constipating 
even in small doses. Since its analgesic action 
is very weak, the required dose makes it in this 
respect more undesirable than morphine and 
more expensive. Its limited effectiveness makes 
its lessened tendency to habit formation of little 
moment. Fortunately the radiation therapy 


which has been given to these patients often 
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keeps the pain pretty well in abeyance until 
the end, and in these unfavorable cases provides 
at least that measure of justification for its use. 


While this age of science has contributed much 
in the field of medicine, it has tended to turn 
our attention away from the art of practice which 
the old family physician knew so well. In ad- 
dition, it has furnished us with so many labor- 
saving devices and short-cut methods that we 
have gotten in the habit of looking for the easy 
way. This has doubtless played a large part 
in the materialism of this age which the physi- 
cian shares with the remainder of society. 


If we are to restore our profession to the hon- 
ored place it formerly held, we must not only 
strive to keep in closer step with the scientific 
advances, but must restore the art of practice as 
well. We must replace materialism with hu- 
manism. In no field of medicine is there a 
greater need for this than in cancer therapy. 


THE DOCTOR AS A TEACHER* 


By J. M. T. Finney, Jr., M.D. 
Baltimore, Maryland 


How often have those of us who have some 
connection with the teaching staff of a medical 
school been accosted with a statement from a 
professional brother, “I certainly envy you your 
teaching opportunity!” This simple pronounce- 
ment has several varied applications behind it. 
It has long been recognized that to teach a sub- 
ject properly one must have a clear understand- 
ing of the fundamental and widely ramifying 
collateral implications of that subject. In order 
to give any kind of a lucid exposition, one must 
have an even more orderly mental concept of 
the matter to be transferred. One must not 
only understand it oneself, but must also be able 
to articulate that knowledge in such a manner 
that others construct a similar and understand- 
able structure in their own mind’s eye. One 
must not only paint pictures, but also must 
stimulate the imaginative and creative powers in 
others to the point where they, in turn, can fill 
in the accurate detail on the background sup- 
plied. A real teacher therefore must be in- 
spired and inspiring, must possess knowledge 
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and impart knowledge, must maintain interest 
and engender interest. In short, if we were to 
pursue this train of thought much further, he 
must be such a paragon as to render his genesis 
doubtful and his survival miraculous. A figure 
occasionally arises so conspicuously above the 
common level as to approach this mythical ideal, 
but if our schools and colleges, universities and 
medical faculties were to depend upon these 
alone to fill their teaching staffs, how few would 
be the institutions of learning and the teachers 
therein, even in this present day’s advanced state 
of literacy. Certainly most of those of us who 
can now boast some small teaching connection 
with some so-called institution of learning would 
be immediately and automatically consigned to 
the limbo of forgotten souls. 


Let us begin therefore with a simple and frank 
admission that none of us can hope to be Meigss 
or Peabodys, McCoshs or Eliots, Pattons or 
Holmess, Keens or Oslers. These were some of 
the “greats” of the educational world in the past: 
we are the rank and file of the present day. But 
we have a job to do, in our small way, which 
may affect and be reflected in many lives which 
pass before us, and come temporarily under our 
influence. Are we doing the best that we can, 
each with his own limited capacity and endow- 
ment, to instill in these temporary contacts the 
type of knowledge, the point of view, the vision 
of profession, service and life, which we, from our 
experience, can pass on to those who some day 
will replace us? This is a tremendous and ines- 
capable responsibility, if rightly envisioned and 
properly assumed, resting on every one of us 
who are charged with the instruction of youth 
today. It is summed up in a very few words, 
it seems to me, in the quotation from Paul, 
which was the motto of the prep school I at- 
tended: ‘Whatsoever things are true.” 

Medicine, in the broad sense, is not an exact 
science. Certain of its component parts, and 
in some instances, its underlying foundations are, 
to a greater or lesser degree; but even these can 
only approach the exactness of the problem ex- 
position in geometry, or the syllogism in logic. 
Anatomy may be said to represent. a reason- 
ably constant structural background in which 
chemistry and physiology produce certain rea- 
sonably predictable reactions and ‘results. Bac- 


teriology and pathology may alter these func- 
tions in a reasonably predictable way to pro- 
duce some fairly constant disease picture. Cer- 
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tain drugs, or some accepted form of treatment 
may reasonably be expected to combat or modify 
this disease picture in a certain fairly predictable 
manner. But there are too many qualifying 
“reasonablys” and “fairlys” to allow of an as- 
sumption of real exactness in any of the above. 
Medicine is not an exact science; can we then “in 
truth” teach it as such? There is far too much 
dogmatism in much of our teaching of the medi- 
cal student. In our endeavor to present a clear- 
cut picture of a disease, we leave the impression 
in our pupil’s mind that the picture must be thus 
and so in this or, that disease, and conversely, 
that unless certain symptomatology is present 
in its entirety, then a diagnosis of this definite 
disease cannot be made. What could be further 
from the truth, and what could be more danger- 
ous to any patient coming under that young phy- 
sician’s care in the future, before he has learned 
the error of such an assumption? It may be 
all very well for the teacher to try to paint a very 
vivid picture in order to impress it upon the mind 
of his pupil, but there must be proper qualifica- 
tion in the interest of truth, else that unforgot- 
ten, unchangeable picture become the albatross 
around that pupil’s neck. I am afraid most of 
us are too prone to stress the so-called “typical 
case” to the virtual exclusion of the atypical, and 
thereby leave a very false impression in our pu- 
pils’ minds. A toxic thyroid is easy to recog- 
nize when there is a visible or palpable struma, 
with all the classical eye signs, polyphagia, 
polydypsia, sweating, diarrhea, weight loss, 
tachycardia, and fatiguability; but how often 
do we see cases, just as toxic, called neurotic, 
neurasthenic, psychotic, or even treated for tu- 
berculosis, when of this train of symptoms only 
the exophthalmos and demonstrable enlargement 
of the thyroid gland are lacking. And yet this 
is not a very unusual occurrence. How many 
times is the often very different symptomatology 
of the acute appendix lying deep in the pelvis, in 
contact with bladder, rectum, or both, given in 
parallel with that of the typical, normally placed 
appendix? And yet about 20 per cent of appen- 
dices lie in the pelvis. Any of us who have been 
in active practice for some years know these 
things from experience; but I ask you to think 
back as to whether you were taught them in 
medical school, or did some early patient suffer 
to furnish you with that experience. No, we 
must get away from dogmatic, didactic teaching 
of the typical disease picture, and spend more 
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time with the actual patient, in order to impress 
upon the student the variability of disease and 
its manifestations in the human organism. The 
same is true of treatment, be it medical or sur- 
gical. A drug which may effect a cure in one in- 
dividual, may be a poison to another; an opera- 
tion which may be proper treatment of a given 
lesion in one anatomical set-up may be defi- 
nitely wrong for an entirely similar lesion, but 
_ in a different anatomical environinent. I have 
often heard my father quote a trite saying of one 
of his teachers in surgery: 

“There are two words which should not be included 
in a medical vocabulary: always and never.” 

That is a truism which is just as applicable 
today as it was over fifty years ago. 


When we are dealing with a group of students, 
we should remember that the large majority of 
those men and women expect to go out into 
private practice; only a few of them will take 
up institutional work, non-clinical branches, re- 
search, or full-time teaching positions. There- 
fore, we must seek to prepare them to meet peo- 
ple, their future patients, and above all, the 
families of those patients, in such a way that 
they, the pupils, may be able to build up a prac- 
tice and then hold it. This does not depend en- 
tirely on the amount of scientific and practical 
knowledge which we can instill in their minds. 
Much will depend upon certain of their natural, 
inherited endowments, which we may call per- 
sonality. This we, as teachers, cannot hope to 
produce, or possibly even materially to alter, but 
we can probably aid in its proper development. 
We can, however, very definitely instruct them, 
both by precept and by example, in how properly 
to approach and handle a patient. Because, of 
necessity, much of the clinical teaching material 
in any medical school hospital is drawn from the 
lowest strata of society, the fact that they are 
likewise human beings, with at least some of the 
sensibilities and sensitiveness inherent in “homo 
sapiens”, is often lost sight of. They are regard- 
ed merely as examples of a disease picture, rather 
high grade laboratory animals, and treated as 
such. The most glaring illustration of such a 
state of mind was the internationally known Ger- 
man professor of surgery, who, when asked at the 
conclusion of a cleft palate operation on a totally 
unanesthetized girl bound to an ironing board 
type of operating table, why he had not at- 
tempted to allay her pain in any way, simply 
shrugged his shoulders and said “Nicht nétlich”, 
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not necessary. Yes, she could be bound and held 
still, not quiet, but is not the present spectacle in 
Central Europe but an enlargement of such a 
point of view? Now we, in this country, have 
never reached such a perverted state of mind, 
and God grant that we never will. But when we 
witness the lack of consideration accorded some 
of the poor unfortunates in certain free clinics, 
we cannot repress a shudder at the tendency, and 
the impression it may make on the minds of such 
students and young interns as may be present. 
Is that fitting them for the handling of their 
private patients later on? The viewpoint and 
attitude of the man who does, or has done, some 
private practice is apt to be quite different from 
that of the one who has spent all his professional 
life in the laboratory or institutional work. Which 
one is better able to inculcate in the developing 
young physician the more useful talents for his 
later life? The development and fostering of 
the humane side of a personality, with a sympa- 
thetic and understanding attitude, should be a 
silent, possibly, but ever present part of the cur- 
riculum of any medical school. 

Mechanization is the universal tendency of 
this age in which we are living. It reaches into 
almost every phase and contact of our daily life. 
The modern house with its automatic heat, me- 
chanically controllable “weather”, streamlined 
kitchen, and self-operating laundry, these are 
the pride and joy, or envy, of practically every 
housewife. The modern farm, where intricate 
machinery has replaced, or is made to care for, 
most of the domestic animals, and in so doing 
has reduced the labors, though possibly not the 
worries, of the farmer to a remarkable degree. 
The modern mills, where specialized machines, 
which seem capable of doing almost everything 
but think, under the control of a single person, 
may perform operations which formerly required 
the combined efforts of as many as a hundred 
individual workers. Examples confront us wher- 
ever we look, but many are becoming so com- 
mon that we take them for granted, unless we 
stop to think. This same trend toward mechani- 
zation may be noted in the practice of medicine, 
and may well be one of the unrecognized under- 
lying factors which seem to be pushing us to- 
ward socialized medicine, or more accurately, 
possibly, the regimentation of the medical pro- 
fession under the guise of greater efficiency. I 
believe that most of you will agree that the close 
doctor-patient association and mutual under- 
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standing is a good, and often necessary, founda- 
tion to the healing of disease. Do we wish to be- 
come, or is it to the benefit of our patients that 
we should become, mere mechanical pill pushers, 
er knife wielders? You know how often more 
good is accomplished by a quiet, unhurried, inti- 
mate and sympathetic hearing and examination, 
than would result from the hurried prescription 
for any drug in the Pharmacopoeia, or a precipi- 
tately proposed operation. In this era of speed 
and high pressure, it is hard to find time, or at 
least to bring ourselves to give it, with the re- 
sult that we are apt constantly to be seeking 
short cuts, mechanical time savers. There are 
many of these available, some good, some bad. 
In our teaching capacities, I am afraid many of 
us are creating, possibly unconsciously but none 
the less dangerously, a sense of false values in 
the minds of our students. We are subordinating 
the knowledge which may be gleaned by our 
more or less unaided senses, sight, hearing, touch, 
yes, and even smell and taste, to the magic of the 
laboratory, clinical, chemical, pathologic and 
x-ray. Now I do not mean for one moment to 
detract from the value of such aids to diagnosis, 
but I do wish emphatically to insist that we 
should first of all make full use of our God- 
given faculties, before falling back upon these ad- 
juncts furnished by science. Among the most 
valuable qualities capable of development are 
close and accurate observation, especially of 
those little things that might ordinarily escape 
detection by the physician or surgeon not suffi- 
ciently alert to take advantage of every oppor- 
tunity offered. The diagnostic product of this 
type of mind is often wrongly referred to as “in- 
tuition”. An observation, so seemingly insignifi- 
cant that it had failed to attract the attention of 
others, some fortuitous circumstance, call it 
chance or luck if you will, may, to the careful 
clinician, furnish the key to the solution of the 
problem. Eternal vigilance, together with the 
ability properly to interpret and evaluate his 
findings, are the foundation stones upon which 
are based the reputation that a skilled diagnosti- 
cian has deservedly earned. Only after one has 
exhausted all the potentialities of his own senses 
should the aid of the special laboratory examina- 
tion or instruments be sought, and then in a 
subordinate, confirmatory role, rather than as 
the predominant factor in the final reckoning. 
The multiplication of special tests or examina- 
tions has an additional and very practical side 
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from the patient’s point of view also, namely 
the increase in expense. There are many inter- 
esting, though extraneous, observations or tests 
which might be made on every patient, but 
many of them are not necessary or indicated in 
a specific disease picture. There is no excuse 
for unduly multiplying examinations or expense; 
such a tendency has brought considerable just 
criticism to the profession from time to time. Is 
it not as important a part of our duty as teach- 
ers to inculcate this point of view in our stu- 
dents as it is to give them the mere technical side 
of disease? And by so doing could we not scotch 
much of the criticism which is given as the rea- 
son for bureaucratic control? 

In some medical schools there are a few lec- 
tures devoted to a somewhat ill-defined subject 
called medical ethics. In most schools it is not 
even afforded this doubtful recognition. We 
hear something of Hippocrates, and less about 
the Hippocratic oath, and when it is mentioned, 
it is usually in the same vague, off-hand way 
that distinguishes most of our citizenry’s attitude 
toward and understanding of the Constitution of 
the United States. It is a grand document, 
steeped in tradition and setting forth high ideals 
in noble language, but what does it say? Why 
should the discussion of medical ethics, the ethi- 
cal standards on which they must meet both pa- 
tients and fellow practitioners, be withheld from 
our medical students, and hush-hushed much as 
the discussion of sex and its vital problems are 
from youth? After all, if we, their teachers, do 
not supply standards for their later guidance, 
both by precept and example, their later defec- 
tions can scarcely be wondered at. This applies 
not only to the gross irregularities such as crimi- 
nal abortion, drug peddling, and fee splitting, 
but of even greater importance, because it is 
more in keeping with everyday living, to profes- 
sional dishonesty, petty jealousy, and malicious 
back-biting of colleagues or competitors. How 
can there be any lay respect for the profession 
of medicine, or its practitioners, when the small 
community is constantly confronted by the spec- 
tacle of two of its members who will not even 
speak civilly to each other when they meet, 
neither of whom ever speaks of the other except 
to blackguard him? Or in the larger community 
where one clique is arrayed against another, al- 
most to the point of open warfare, and separate 
medical societies are maintained because they 
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will not mingle even on such common ground? 
Extreme examples, yes, but not pure imagina- 
tion. In medical practice, as everywhere else 
that human beings must live in close association, 
one with the other, the old adages “In union 
there is strength”, and “A house divided against 
itself cannot stand” are even more true to- 
day than ever before. Recognizing that fact 
ourselves, let us make an effort to impart this 
realization to our students just as earnestly as 
we do the symptomatology of gallbladder dis- 
ease or the technic of cholecystectomy. 


So far we have been concerned mainly with 
that portion of the medical profession who ac- 
tually holds some teaching position on a medi- 
cal school or hospital staff. Of what interest 
can this be, then, to those who have no such asso- 
ciation? ‘To them I would say that they must 
realize that they also can be teachers, and of 
equal importance, each in his individual com- 
munity. They can do a lot toward spreading 
the spirit of tolerance and cooperation among 
their professional brethren if they will but make 
the effort and furnish the example. It always 
takes two to make a fight, and a one-sided argu- 
ment will soon die of inertia. 


The function of a medical society, as I see it, 
is to furnish a common meeting place for the 
discussion and interchange of knowledge and 
ideas among the members of our profession which 
should ultimately lead to the betterment of con- 
ditions of health and medical practice, through 
the increase in interest in and understanding of 
each other’s problems and perplexities. This 
concept applies whether the gathering be a small 
local county group, or a national or sectional as- 
sembly such as this. When any of us attends 
such a meeting, our presence implies a dual role. 
We come to exchange ideas, to discuss problems; 
to give and to take, to teach and to learn. In so 
doing we not only stimulate our own interest and 
increase our own store of knowledge and effi- 
ciency, but also, by our active participation, we 
become a teacher in so far as we stimulate our 
colleagues in like manner. The experience gained 
in preparing and presenting a paper, however 
simple, may stand us in good stead at some fu- 
ture time, and its content may furnish just the 
help that some professional brother was seeking 
to solve some problem of his own. Your local 
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medical society can become an active, useful 
post-graduate school, and you a valued mem- 
ber of its faculty, if you will but grasp the op- 
portunity that offers for the taking. 

The sphere of influence of these local groups 
can be immensely widened, however, by extend- 
ing their teaching efforts beyond the professional 
membership, and taking in all the lay popula- 
tion. In doing this, each physician becomes his 
own school and one-man faculty among his par- 
ticular group of patients. Here indeed everyone 
of us should be a teacher, and in truth this has 
been the case. The young expectant mother is 
taught what to eat, how to take care of herself 
during the months of pregnancy, so that her 
baby will be born as strong and healthy as pos- 
sible. She is then taught how to feed and care 
for that baby so that it will grow into a normal 
childhood. She is taught the necessity of a cer- 
tain amount of cleanliness in the home, of a va- 
ried and balanced diet, of sunshine and fresh 
air, of an uncontaminated water and milk sup- 
ply. She is taught the advantages of protect- 
ing that child from certain possible future dis- 
eases by vaccination against smallpox, toxoid 
immunization against diphtheria and tetanus, in- 
oculation against typhoid and some of the other 
contagious diseases. That these lessons have 
been well taught by the physician, and well 
learned by his patients, is best shown by the 
virtual elimination of smallpox, diphtheria and 
typhoid fever, the tremendous reduction in in- 
fant mortality and deaths from tuberculosis, and 
the marked increase in the average life expec- 
tancy during the last twenty-five years. There 
is, however, constantly new work to be done, 
new information to be spread: the use and effi- 
cacy of insulin in diabetes, the significance and 
necessity for vitamins in the diet, the danger 
from rabbits, ticks, and unpasteurized milk from 
untested cows. One could go on at great length, 
and still not cover the whole field. One particu- 
lar problem to which we of the Surgical Section 
of the Southern Medical Association are com- 
mitted is that of educating the public through- 
out the south in the recognition of the dangers of 
an unheeded “pain in the stomach”, to the end 
that we may get an earlier treatment of appendi- 
citis, and a consequent lowering of the death 
rate. There are without doubt several thousand 
needless deaths from this disease every year with- 
in our territory. Needless, because early recog- 
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nition of the disease, coupled with early opera- 
tion performed before rupture and soiling occur 
means a mortality rate of less than 1 per cent, 
while operation after rupture occurs raises this 
figure to an average of about 15 per cent. Of 
acute appendices coming to operation, probably 
close to 30 per cent have already ruptured. This 
means, then, that out of 1000 such cases, 300 will 
be ruptured, and 45 of them will die, while of 
the remaining 700 unruptured, only 7 will die. 
It requires but elementary arithmetic to show 
that if the percentage of ruptured cases were 
halved, 20 additional lives in every 1000 cases 
of acute appendicitis would be saved, or 1 out of 
every 50 operated upon. Because such a laud- 
able result is directly dependent upon getting 
the patient to operation before the appendix 
has ruptured, and because lost time is the most 
important factor in allowing rupture to occur, 
and finally because ignorance of this simple fact 
by the lay public is responsible for a large part 
of the delay in calling the doctor for cases of 
persisting abdominal pain, we feel that a great 
deal of good can be accomplished by a proper 
and thorough educational campaign. The Cen- 
tral Committee, appointed by this Surgical Sec- 
tion, has in turn, appointed a committee chair- 
man from each of our member states, each 
state chairman in turn to appoint his own state 
committee to manage the undertaking in their 
own state. Most of these details of organization 
have been accomplished, and the various commit- 
tees have been at work for some months collect- 
ing pertinent data. These will now be used as 
material for a series of public addresses, both in 
local gatherings and over the radio, and for con- 
trolled press releases, designed to reach every 
possible resident of our Southei.: States. It is a 
tremendous undertaking, and those responsible 
for its direction will need the whole-hearted co- 
operation of every member of the medical pro- 
fession in this vast section of our country. To 
be effective, it must enlist the services and inter- 
est of every member of every county medical 
society, of every state in our territory. Here, 
then, is a concrete teaching opportunity for 
every one of us. Let no one say to another, “I 
envy you your teaching opportunity”. Let us 
all awake to the realization that this opportunity 
has always been with us, is now, and always will 
be, if we will but recognize it as it presents. And 
then let us each one buckle down and do the 
best job of which we, individually, are capable, 


“You in your small corner, and I in mine.” 
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HISTORY OF THE SECTION ON OPH- 
THALMOLOGY AND OTOLARYNGOL- 
OGY OF THE SOUTHERN MEDI- 
CAL ASSOCIATION, WITH 
RECOMMENDATIONS* 


By Harvey B. Searcy, M.D. 
Tuscaloosa, Alabama 


The Southern Medical Association owes its 
inception to the fertile brain of an ophthalmolo- 
gist, Dr. G. C. Savage, of Nashville, Tennessee. 
An editorial in the SouTHERN MEDICAL JOURNAL 
of October, 1932, is, in part, as follows: 

“In the summer of 1906, Dr. G. C. Savage, of Nash- 
ville, then President of the Tennessee Meiical Associa- 
tion, suggested that members of the Tri-State Medical 
Society of Georgia, Alabama and Tennessee invite the 
physicians of Florida, Mississippi and Louisiana to join 
with them to form an organization to become the South- 
eastern Branch of the American Medical Association, it 
having been previously suggested that the National As- 
sociation have regional meetings. Dr. Savage invited the 
Presidents of the six Southeastern Medical Societies to 
meet him in Chattanooga at the annual gathering of the 
Tri-State Medical Society in October, 1906. The Tri- 
State Medical Society then went out of existence as such 
and the Southern Medical Association was organized. . .. 

“Dr. H. H. Martin, an ophthalmologist and otolaryn- 
gologist of Savannah, the President of the Georgia State 
Medical Association, was selected the first President of 
the Southern Medical Association, and he assumed the 
duties of organizing the component associations of Geor- 
gia, Alabama, Florida, Mississippi, Louisiana and Ten- 
nessee.”” 

Three sections were decided upon, namely, 
Medicine, Surgery and Ophthalmology and Oto- 
laryngology. At Hattiesburg, in 1911, it was de- 
cided to expand the Association to include the 
entire South and the District of Columbia. 


The organizer of the Southern Medical Asso- 
ciation, Dr. G. C. Savage, and its first Presi- 
dent, Dr. H. H. Martin, having been ophthal- 
mologists and otolaryngologists, as well as many 
of its presidents, Drs. Savage, Martin, Cary, 
Moore, Taylor and Jervey, this Section may lay 
claim to the title of being the Father of the 
Southern Medical Association. 

The first meeting of the Southern Medical As- 
sociation was held in Birmingham, Alabama, 
September 24-25, 1907. This, if you will pardon 
a personal reference, was my first medical meet- 
ing. I had just received my medical degree. 


*Chairman’s Address, Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Thirty-Fourth Annual Meet- 
ing, Louisville, Kentucky, November 12-15, 1940. 
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Dr. H. H. Martin, ophthalmologist and otolar- 
yngologist, was the President of the Association, 
and Dr. L. G. Woodson, of Birmingham, the first 
Chairman of the Section, with Dr. Oscar Dowling 
the first Secretary. The following program was 
presented: 


Dr. L. G. Woodson, Chairman’s Address; Dr. Samuel 
Kirkpatrick, Multiple Abscesses of the Frontal Sinuses, 
Origin, Operation and Recovery; Dr. G. C. Savage, Best 
Method of Examining Eye Patients; Dr. B. D. Sibley, 
Acute Suppurative Otitis Media; Dr. A. E. Maumanee, 
Experimental Work on the Treatment of Trachoma; 
Dr. P. S. Mertins, subject not given; Dr. Samuel L. 
Ledbetter, Spectacle Fitting; Dr. G. E. Vaughn, Differ- 
ential Tests for Heterophoria and Heterotrophia; Dr. 
Richard McKinney, Teaching Eye, Ear, Nose and Throat 
Diseases in Modern Medical Schools; Dr. J. McChesney 
Hogshead, Tuberculosis and Its Channels of Infection 
in the Eye, Ear, Nose and Throat. 


Since its conception in 1906, the Southern 
Medical Association and this Section have held 
thirty-three meetings. The following is a list 
of the officers of the Section on Ophthalmology 
and Otolaryngology: 


1906, Chattanooga—Dr. 
Martin, organizer. 

Re Birmingham—Chairman, Dr. 

. Oscar Dowling, 

peoe Atlanta—Dr. J. T. Herron, Chairman; Dr. A. B. Harris, 
Secretary. 

1909, New Orleans—Dr. A. W, Sterling, Chstrane: Dr. A. B. 
Harris, Secretary. 

1910, Nashville—Dr. E. C. Ellett, Chairman; Dr. A. B. Harris, 
Secretary. 

1911, Hattiesburg—Dr. M. ag Chairman; Dr. Richard 
McKinney, Vice-Chairman; Dr. VU. S. Bird, Secretary. 

1912, Jacksonville—Dr. M. Feingold, Chairman; Dr. U, S. Bird, 
Vice-Chairman; Dr. Homer Dupuy, Secretary. 

1913, Lexington—Dr. U. S. Bird, Chairman; Dr. Homer Dupuy, 
Vice-Chairman; Dr. W. S. Manning, Secretary, 

1914, Richmond—Dr. Homer Dupuy, Chairman; Dr. W. S. Man- 
ning, Vice-Chairman; Dr. K. S. Blackwell, Secretary. 

1915, Dallas—Dr, Jos. P. Green, Chairman; Dr. E. H. Cary, 
Vice-Chairman; Dr. T. W. Moore, Secretary. 

1916, Atlanta—Dr. J. W. Jervey, Chairman; Dr. T. W. Moore, 
Vice-Chairman; Dr. W. T. Patton, Secretary. 

1917, Memphis—Dr. T. W. Moore, Chairman; Dr. E. H. Cary, 
Vice-Chairman; Dr. W, T. Patton, Secretary. 

1918—No meeting, influenza pandemic. 

1919, E. H. Cary, Chairman; Dr. J. A. Stuckey, 
Vice-Chairman; Dr. W. T. Patton, Secretary. 

1920, corel iag J. A. Stuckey, Chairman; Dr. W. T. Pat- 
ton, Vice-Chairman; Dr. John J. Shea, Secretary. 

1921, Hot Springs—Dr. W. T. Patton, Chairman; Dr. H. H. 
Briggs, Vice-Chairman; Dr. John J. Shea, Secretary. 

1922, Chattanooga—Dr. H. H. Briges, Chairman; Dr. John H. 
Foster, Vice-Chairman; Dr. John J. Shea, Secretary. 

1923, Washington—Dr. — H, Foster, Chairman; Dr. John J. 
Shea, Vice-Chairman; Dr. H. Marshall Taylor, Secretary. 

1924, New Orleans—Dr. “ J. Shea, Chairman; Dr. Wm. 
Thornwal}] Davis, Vice-Chairman; Dr. H. Marshall Taylor, Sec- 
retary. 

1925, Dallas—Dr. H. Marshall Taylor, Chairman; Dr. C. A. 
Bahn, Vice-Chairm2n; Dr. Edward A. Looper, Secretary. 


G. C. Savage, originator; Dr. H. H. 


L. G. Woodson; Secretary, 
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1926, Atlanta—Dr. R. C, Jigen, Spee: Dr. John H. Bur- 
, Vice- > De. . Looper, Secretary. 

1927, Memphis—Dr. pods Chairman; Dr. Edward 

A, Looper, Vice-Chairman; Dr. F. E. Hasty, Secretary. 


1928, Asheville—Dr. Edward A. Looper, Chairman; Dr. F. E. 
Hasty, Secretary. 


1929, Miami—Dr. Wm. Thornwall Davis, Chairman; Dr, F. E. 
Hasty, Vice-Chairman; Dr. Fletcher D. Woodward, Secretary. 


1930, Louisville—Dr. Frederick E. Hasty, Chairman; Dr. Bascom 
H. Palmer, Vice-Chairman; Dr. Fletcher D. Woodward , Secretary. 


1931, New Orleans—Dr. Fletcher D. Dr. 
W. R. Buffington, Vice-Chairman; Dr. W. D. Gill, Secretary. 


1932, Birmingham—Dr, W. R. Dr. W. 
L. Simpson, Vice-Chairman; Dr. W. D. Gill, Secretary. 


1933, Richmond—Dr. W. D. Gill, Chairman; Dr. 
Rucker, Vice-Chairman; Dr. Wm. A. Wagner, Secretary. 


1934, San Antonio—Dr. Dunbar Roy, Chairman; Dr. Kar] S. 
Blackwell, Vice-Chairman; Dr. Wm. A. Wagner, Secretary, 


1935, St. Louis—Dr. Wm. A. Wagner, Chairman; Dr. 
Parrish, Vice-Chairman; Dr. O. M. Marchman, Secretary. 


1936, Baltimore—Dr. Millard F. Arbuckle, Chairman; Dr. Grady 


E. Clay, Vice-Chairman; Dr. O. M. Marchman, Secretary, 


1937, New Orleans—Dr. Grady E. Clay, Chairman; Dr. O. M. 
Marchman, Vice-Chairman; Dr. John R. Hume, Secretary. 


1938, Jratene or. O. M. Marchman, Chairman; Dr. 
Harvey B . Searcy, Vice-Chairman; Dr. John R. Hume, Secretary. 


Memphis —Dr. Lawrence T, Chairman; Dr. Harvey 
2. rey, Chairman-Elect; Dr. G C. Cody, Vice-Chairman; De 
. Chester McHenry, Secretary. 


1940, Louisville—Dr, waste B. Searcy, Chairman; Dr. W. L. 
Simpson, Chairman-Elect; Dr. Albert L. Bass, Vice-Chairman; Dr. 

. Chester McHenry, Secretary. 

The Section on Ophthalmology and Otolaryn- 
gology has grown of its own volition. There are 
no definite aims and objects to be striven for, 
nor are there plans for future developments. 
We only exist, and grow and grow. This phe- 
nomenal existence and growth are due entirely 
to two things: 


(1) We have had capable secretaries, guided 
by the Council; 


(2) There has unquestionably been a great 
need for this organization in the South. 


The requirements for membership into some 
of the other societies eliminate a great majority 
of our available membership from them, and yet, 
those are the physicians who need these associa- 
tions the most. Some of our members classify 
themselves as ophthalmologists and otolaryngol- 
ogists, but augment their income with insurance 
work, or some other branch of medicine. They 
fill a much desired position in the smaller com- 
munities, and as physicians, are as acceptable 
to membership in this Section as the ultra-spe- 
cialized physicians of the medical centers. This, 
I hope, shall always be the case. 

In 1916, Dr. J. W. Jervey, in his Chairman’s 
Address, made three recommendations in regard 
to the development of the Section, and a commit- 
tee, consisting of Dr. T. W. Moore, Dr. C. W. 
Kollock and Dr. J. A. Stuckey, was appointed to 


E. W. 


R. E. 


: ‘ 
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pass upon these recommendations and offered the 
following resolutions, which were adopted: 


(1) That a committee, consisting of the Chairman 
and Secretary of the Section, be appointed to decide 
upon the titles and authors of the papers to be pre- 
sented at the annual meetings. 


(2) That each year a symposium or paper be pre- 
sented before this Section, of which a member, or mem- 
bers, of other sections be invited to participate. 


(3) That each year a section dinner be held during 
the annual meeting.2 


In 1917, the Chairman appointed a Committee 
on Trachoma.’ 


In 1919, Dr. Hiram Woods made a motion that 
a committee be appointed by the Chairman to 
investigate the publishing of the proceedings in 
book form. The motion was passed by the Sec- 
tion and referred to the Council. 


At the 1921 meeting this Section voted, at 
the request of the Council, that only one-half 
day-sessions be held.* ~ 


At this same 1921 meeting, Dr. W. T. Patton 
suggested that it would be better to have a larger 
program committee, this work having been done 
in the past by the Secretary. On motion of Dr. 
Marchman, duly seconded, the three officers 
of the Section were appointed the program com- 
mittee.5 


At the 1928 meeting, the Council adopted the 
following rules:® 


RULES 


(1) No name shall appear more than one time as an 
essayist, or speaker, at any annual meeting on the 
printed program, nor more than once on the printed pro- 
gram of any section to discuss a paper. 

(2) No name shall appear two years in succession 
before any section as an essayist. 

(3) No section shall invite from without the territory 
of the Association more than one essayist at each annual 
meeting. 

(4) No name shall appear on the nominating commit- 
tee of any section more than once in five years. 

(5) All section officers shall be elected for a term of 
one year, but the secretary may be elected to succeed 
himself twice, if the section so desires. 

(6) An essayist on the program who fails to appear 
cannot appear on the program again for two years. Nor 
can his paper be published in the Journal of the Asso- 
ciation. 


(7) The privilege and honor of being an orator shall 
not be accorded to any individual more than once. 

(8) It is the opinion of the Council that all papers 
should be submitted in abstract before acceptance on the 
programs. 


SEARCY: OPHTHALMOLOGY AND OTOLARYNGOLOGY SECTION 


231 


At the 1929 meeting Dr. Clifton M. Miller 
moved that steps be taken by the officers of this 
Section to have the title changed to “Section on 
Ophthalmology and Otolaryngology.” The mo- 
tion was seconded and carried unanimously.” 
That has been the title since 1929. 


Dr. William Thornwall Davis, Washington, 
D. C., read his Chairman’s Address entitled 
“The Prognostic Evaluation of Angiosclerosis 
Retinae,” and following the reading of his ad- 
dress he made the following suggestions to the 
Section: 


(1) That the Section Secretary be instructed to nae 
a register of all those in attendance at the meetings of the 
sections. 

(2) That the Secretary of the Southern Medical As- 
sociation, or whoever may be the responsible person, be 
instructed to keep a list of members of this Section to 
be kept up to date each year, the Chairman and Secre- 
tary of the Section to be forwarded such list of members 
immediately upon their election. 

(3) That the list of those in attendance each year 
be published in the transactions of the Section. 


(4) That the transactions of the sections be pub- 
lished yearly. In these transactions should be published 
all the papers read before the Section with discussions 
thereon, together with a list of those in attendance on 
its session. A special committee should be selected for a 
study of this question, its cost, etc., to report its findings 
at the next annual meeting of the Section. 

(5) That the Section consider, through a committee, 
the feasibility of inaugurating instruction courses on eye, 
ear, nose and throat diseases by members of this Section; 
such courses to be arranged and modeled after the man- 
ner of the Academy of Ophthalmology and Otolaryn- 
gology program of instruction as far as may suit the 
particular needs of the Section. A special committee dif- 
ferent from the above should be provided to study this 
question and report at the next annual meeting of the 
Section. 

(6) Since our Southern states abut upon the Republic 
of Mexico and are fast becoming very near to that coun- 
try and to Central and South America, we should con- 
sider the feasibility and practicability of a plan whereby 
those practicing the specialties of ophthalmology and 
otolaryngology in those countries might be invited to 
become members, either active or associate, of this Sec- 
tion. It would add to the interest of the Section and 
would be a progressive step, since air transportation 
will bring these countries close to us in a few years. A 
special committee to consider this question and to advise 
with the officials and Council of the Southern Medical 
Association should be selected. 

It was moved by Dr. Cary that the Chairman be per- 
mitted to appoint the various committees mentioned in 
his suggestions to the Section and that they report back 
to this Section next year. Motion seconded and car- 
ried 8 


> 
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Dr. William Thornwall Davis, Chairman of the Spe- 
cial Committee, reported as follows: “It will be remem- 
bered that two years ago this Section, through its Chair- 
man, authorized the appointment of a committee for the 
purpose of considering the Round Table Postgraduate 
Instruction Sessions, the publication of the proceedings 
of the Section, and the relations between the Latin- 
American Republics and our Association. I was ap- 
pointed Chairman of that Committee, and divided it into 
three parts, with a Chairman for each: Dr. E. H. Cary, 
Dallas, Texas, had charge of the round table sessions; 
Dr. T. W. Moore, Huntington, West Virginia, the pub- 
lication of transactions; and Dr. W. D. Gill, San An- 
tonio, Texas, relations with Latin-American Republics. 
(As far as the round table sessions go, you are aware of 
what has happened. The Council of the Association has 
approved these sessions, and I think they are impractical 
on account of the economic situation and for other rea- 
sons. As to the relations with the Latin-American Re- 
publics, that is a question for a great deal of study 
from many angles, and must be considered by the 
Council of the Association, which I believe is looking into 
the question now.) For that reason, no further report 
can be made until the Council acts.” 


On motion of Dr. J. H. Burleson, San Antonio, Texas, 
duly seconded, this report was accepted and the Com- 
mittee continued.® 


At the 1938 meeting, the special meeting called to 
discuss the division of the Section, was presided over by 
the Chairman of the Section, Dr. Oscar M. Marchman, 
who explained that in the South only 13 per cent of the 
physicians practicing ophthalmology and otolaryngology 
limit their practice to ophthalmology; only 16 per cent 
limit their practice to otolaryngology, while 71 per cent 
do ophthalmology and otolaryngology. The matter was 
discussed freely. The group decided that it was best for 
the Section not to be divided, that it should remain the 
Section on Ophthalmology and Otolaryngology, and that 
the Chairman, Vice-Chairman and Secretary as a pro- 
gram committee should group the papers. 

At the 1939 meeting, on motion by Dr. Murdock S. 
Equen, Atlanta, seconded by Dr. Frances E. LeJeune, 
New Orleans, it was voted that hereafter the Section, 
besides holding the morning sessions, should also hold 
round table discussions on the Wednesday and Thursday 
afternoons, one afternoon on the eye and the other on 
the ear, nose and throat. 

There being no executive committee to take this ques- 
tion up before the Council in regard to using both Wed- 
nesday and Thursday afternoons for instructional 
courses or round table discussions, the Chairman pre- 
sented the matter to Mr. Loranz, Secretary-Manager, 
and it was agreed upon that one afternoon be used 
again this year, its popularity to be watched and further 
action taken. 


After studying the history of this Section and 
the recommendations previously made pertaining 
to administrative matters, I sent a letter and 
questionnaire to the past chairmen and was, in- 
deed, gratified at the interest taken by these 
men. All agreed upon the need for an executive 
committee, to act upon questions pertaining to 
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this Section alone, and also to go to the Council 
with matters that might require the sanction of 
the Council. All agreed that there should be an 
improvement upon the method of electing the of- 
ficers of the Section, more time being needed by 
the nominating committee to deliberate upon this 
important duty. 

All were enthusiastic over the round table ses- 
sions, or instructional lectures, to be held upon 
both Wednesday and Thursday afternoons. Many 
suggested that the papers presented at the meet- 
ing be more of the clinical type and less of the 
theoretical, research laboratory type, which had 
to be read to digest. 


Therefore, I wish to present to the Section the 
following recommendations: 

(1) The appointment of an executive commit- 
tee. In my opinion this committee should be of 
the following personnel: 

(1) The chairman 

(2) The chairman-elect 

(3) The vice-chairman 

(4) The immediate past chairman 


(5) Any member of the Council who happens 
to be a member of this Section (Dr. E. W. 
Rucker at present) 


(6, 7, 8) Three members elected from the 
floor, one being elected each year for a period of 
three years. 

This would give an executive committee suf- 
ficiently small to transact business and large 
enough so that one or two absentees would not 
be a handicap. 

(2) That the nominating committee be com- 
posed of five members. That the chairman-elect 
be ex-officio chairman of this committee. That 
the Chairman of the Section appoint the other 
four members of the Committee the first morn- 
ing of the meeting, and when possible notify these 
members in advance that they will be appointed. 
Rule four, passed by the Council in 1928, reads 
as follows and must be adhered to: 

“No name shall appear-upon the nominating commit- 
tee of any section more than once in five years.” 

(3) That the executive committee request of 
the Council permission for this Section to have 
a round table discussion or instructional lectures 
upon both Wednesday and Thursday afternoons, 
one afternoon being limited to ophthalmologic 
subjects and the other to otolaryngologic sub- 
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jects. That the executive committee be author- 
ized to take what steps it deems advisable to 
make these afternoons a success: to appoint a 
secretary, to select the leaders, to devise a method 
of financing the expenses to be incurred sepa- 
rately from the Southern Medical Association, 
and any other matter necessary. 

(4) That the executive committee take up with 
the Council the question of procuring a list of 
the members of the Southern Medical Association 
who classify themselves as members of this Sec- 
tion, and a list of those in attendance at the 
meetings; that these lists be furnished the Chair- 
man and Secretary as soon as possible after the 
meeting. 

(5) That the executive committee and Secre- 
tary, instead of just the Chairman and Secre- 
tary, be responsible for procuring essayists for the 
meetings, thereby giving the overworked secretary 
more assistance. 

(6) It has been customary to have a guest 
speaker. At first we had only one guest speaker; 
then we were allowed to have one for ophthal- 
mology and one for otolaryngology. These 
guest speakers have been selected from without 
the territory of the Southern Medical Association. 
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I recommend that instead of having guest 
speakers that we have honor speakers, thereby 
making it convenient to honor members of our 
Section or territory. I suggest that such a name 
as “The G. C. Savage Address,” honoring the 
originator of the Southern Medical Association, 
be the title given to the address in ophthalmology 
and “The H. H. Martin Address” be the title 
given to the otolaryngologic address. I suggest 
that the executive committee consider this ques- 
tion. 


To be selected to make the principal address 
before this Section is an honor, indeed, and there 
are men within our own territory who deserve this 
honor and recognition. The title of the address 
should be so worded as to make the addresses 
known as the special features of the meeting. 
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EDITORIAL DEPARTMENT 


SOUTHERN MEDICAL ASSOCIATION 
Thirty-Fifth Annual Meeting 
St. Louis, Missouri, November 11-14, 1941 


MARCUS PINSON NEAL 


PRESIDENT-ELECT OF THE SOUTHERN MEDICAL 
ASSOCIATION 


When the Section on Pathology of the South- 
ern Medical Association was organized at the 
Washington meeting in 1923, it made the four- 
teenth specialty of the membership. The Asso- 
ciation was organized in 1906 with three sec- 
tions, which were sufficient for a period of five 
years: medicine, surgery, and eye, ear, nose and 
throat. Public health, pediatrics, obstetrics, rail- 
way surgery and gastro-enterology were soon 
added. Radiology preceded pathology in offi- 
cial recognition. 

The beginnings of the special sections roughly 
parallel the increase in number of Southern phy- 
sicians who limit their work to a particular 
specialty. Pathology, the most fundamental of 
the sciences, is perhaps the product of an older 
medical culture; it certainly does not go with the 
era of the horse and buggy doctor. As a spe- 
cialty in the South it is not much more than 
eighteen years old, since only the last two dec- 
ades have required widespread installation of 
paid pathologists in staffs of hospitals of repute. 

The new President-Elect of the Association 
is the first pathologist who has held this office. 
Previous presidents have represented most of the 
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specialties except pathology. Dr. Neal will also 
be the first Missourian to become President. 

Marcus Pinson Neal is an Alabamian by birth. 
He was born in Heflin, in 1887, near the Geor- 
gia border. His mother was Ella Jane Pinson 
Neal. His father, William Alexander Neal, was 
practicing medicine in Heflin at the time of 
Pinson’s birth. Later, impaired health caused 
him to enter the lumber business, but he retained 
his interest in medicine and physicians. 

The President-Elect attended the University 
of Alabama and later was graduated from the 
University College of Medicine, now the Medical 
College of Virginia, in Richmond, in 1912. From 
that time until America entered the World War, 
he held various positions in clinical pathology 
and bacteriology in his alma mater in Richmond; 
in Asheville, North Carolina; in Chicago in the 
Board of Health Laboratories, and in Northwest- 
ern University Medical School. 

In 1917, he married Mathilde Frances Evers, 
of New York City, and they have a son, Marcus 
Pinson, Jr. 

The President-Elect served as first lieutenant, 
captain, and major in the Medical Corps of the 
United States Army with the American Expedi- 
tionary Forces in France. A citation was award- 
ed him by General John J. Pershing, for conspic- 
uous and meritorious service’ with the troops in 
France. 


After the war he returned to his position in 
the department of pathology at Northwestern 
University Medical School, and in 1920 became 
assistant professor of pathology and bacteriology 
in the University of Iowa Schools of Medicine and 
Dentistry. He accepted the chair of pathology 
in the University of Missouri School of Medicine 
in 1922, where he has remained to the present 
time. He has numerous hospital connections. 


In 1926, he joined the Southern Medical As- 
sociation and has missed few meetings since that 
time. He has been Secretary, Vice-Chairman 
and Chairman of its Section on Pathology, Chair- 
man of its Section on Medical Education and 
Hospital Training, and Councilor from Missouri 
for a number of years, Chairman of the Council 
in 1935-1936, and has done much to interest phy- 
sicians in his State in the Association. Also he 
has been active in a number of other medical or- 
ganizations and movements. 

In his State he is a member of the committee 
on the study of medical practice laws; on post- 
graduate medical courses; on dissemination of 
knowledge of appendicitis among the laity, and 
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he has been president of his local county medical 
society. He has been president of the Mississippi 
Valley Medical Society, and was the recipient 
‘of its distinguished service award in 1940. This 
was given in recognition of “splendid teaching, 
conscientious and valuable research, together 
with sterling character.” Of course his member- 
ship in a large number of scientific societies goes 
without saying. 

His contributions* to medical literature have 
been numerous and of outstanding quality, and 
he has attained wide recognition among pathol- 
ogists. He has added considerably to the sum 
of knowledge of his specialty. 


Above the average as a speaker, he is also well 
informed and studious. His energy is unbounded 
and uncontrollable, and sooner or later he is 
found taking over most of the work of almost 
any committee upon which he serves. He is a 
democrat, a Presbyterian, a thirty-second de- 
gree Mason and an enthusiastic hunter and 
fisherman. If a medical barbecue is given, he 
is a marvelous artist at arranging the entertain- 
ments and personally supervising the barbecu- 
ing of much fine meat, which he enjoys carving 
and serving to the guests. Kindly toward every- 
one, with a wide acquaintance, he is a good mixer. 

The Southern Medical Association is perhaps 
entering upon a difficult year, but is blessed with 
superb leadership. It is fortunate to have Dr. 
Neal’s standards of scientific and civic work as 
a light before it, and as a further guarantee of a 
successful and progressive year in 1942. 


ww 


*Publications of Dr. M. Pinson Neal: 

. Diphtheria in the American Expeditionary Force. Mili 
Surgeon, 45:421-435 (Oct.) 1919, and 45:521-537 (Nov.) 
1919 (with Capt. Alan C. Sutton). 

Status Lymphaticus. Jour. Mo. Med. Assn., 23:47-55 
(Feb.) 1926 

. Strongyloides [Intestinalis Infection. Ibid., 23:369-371 
(Oct.) 1926 (with Hugh P. Muir). 

. The Leukocyte Count in Acute Surgical Conditions. Ibid.,; 
24:397-404 (Sept.) 1927 (with Dudley A, Robnett). 
Generalized Osseous Metastases Secondary to Atrophic Scir- 
thous Carcinoma of Left Breast. Arch. Surg., 14:529-541 
(Feb.) 1927 (with Dudley A. Robnett). 

6. Proper Use and Interpretation of Leukocyte Count. Sou. 
ew ac 20:700-710 (Sept.) 1927 (with Dudley A. 

mett). 

7. The Leukocyte Count as a Diagnostic and Prognostic Aid in 
Appendicitis. The Medical Herald and Physiotherapist, 46 
307-314 (Nov.) 1927 (with Dudley A. Robnett). 

8. Etiological Factor of Fat Necrosis. Sou. Med. Jour., 23: 
313-320 (April) 1930 (with Max M. Ellis). 

9. Experimental Fat Necrosis and Isolation of a Causative 


Factor. Transactions of Chicago Path. Soc., 13:218-219, 
1930 (with Max M. Ellis). 

10. Diseases of the Male Breast. Jour. Mo. = Neve 27: 
565-570 (Dec.) 1930 (with = T. Sim 

11. Guanidine at of Blood from Epilep ~ 11 Proc. Soc. 
Exp. Biol. 553-554 (March) 1931 (with Max 
M. Ellis and T. razer). 

ious Vertebrates. Amer. 


12. Fat in Vari 


Clin. Path., 1:251-263 (May) 1931 (with Max M. 
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13. Malignant Tumors of the Male Breast (Preliminary and 
—— Report). Sou. Med. Jour., 25:841-844 (Aug.) 

14. The Leukocyte Count as an Aid in Diagnosis and P: 
Bulletin of the St. Louis Med. Soc., 27:452-453, 457- 
458 (May 12) 1933. 

15. Malignant Lange s the Male Breast. Arch. Surg., 27: 
427-465 (Sept.) 1 


16. Primary Fw ag Malignant Tumors. Sou. Med. Jour., 
26:909-918 (Nov.) 1933. 

17. The Leukocyte Blood Pictures in Acute Infections. Jour. 
Iowa Med. 24:321-327 (July) 1934. 

18. The Small Isolated Hospital Pathological Problem and Its 
Solution. Trans. of the First Conference of Southern Patholo- 
-. “a University Press, Durham, North Carolina, Oct. 

19. The Leuk ocyte Blood Pictures in ors Infections. Internat. 
Med. Digest, 25:202-205 (Oct.) 1 

20. Experimental Production of Fat (Pancreatic) Necrosis. Jour. 
Mo. Med. Assn., 32:37-40 (Feb.) 1935 (with Max M. en 

21. The Leukocyte Blood Picture as an to Infection and 

i Mississippi Doctor, 12. 6-15 (March) 


22. The Leukocyte Blood Picture as an Index to Infection and 
Resistance. Lectures, 1935, Mid-South Postgraduate Medical 
a. Memphis, Tennessee: Ransom & Ransom, April, 

23. What the Southern Medical Association and the St. Louis 
Meeting Mean to St. Louis and Missouri. Sou. Med. Jour., 
28:575-578 (June) 1935. 

24. The Leukemias: Their Nature, Types and Diagnosis. The 
Radiological Review, 57:204-209 and 224 (Sept.) oo" 

25. The Reactive Blood Cells 2. css Infections. Tex. Med. 
Jour., 32:397-403 (Oct.) 1 

26. Cancer Viewed as a Proventahie Disease. Jour. Mo. Med. 
Assn., 33:407-413 (Nov.) 1936. 

27. ae Fat Necrosis. Tex. Med. Jour., 32:691-696 

1937 

28. The Associated Incidence of Tuberculosis and Malignant Tu- 

. Sou. Med, Jour., 30:395-399 (April) 1937 (with 
Robert M. Moore). 

29. The Causes and Complications of Pneumonia. Jour. Mo. 
Med. Assn., 35:470-475 (Dec.) 1938. 

30. Health Education for the Public. Sou. Med. Jour., 33:763- 
768 (July) 1940. 

31. Spermatic Cord Tumors: Report of a Case of Fibromyxo- 
lipoma. In press, J.A.M.A. (with fe . Jolley). 

32. Fat Necrosis Studies, IV: on Peanut Fattened 
Hogs. Sou. Med. Jour., 34:153-159 (Feb.) 1941. 


SUSCEPTIBILITY TO SULFANILAMIDE 


A considerable number of toxic reactions to 
sulfonamides have been reported clinically, with 
detailed studies of many of them. Their occur- 
rence has been unpredictable in the particular 
cases, and the causes are not understood. Smith? 
and associates of the United States Public Health 
Service have attempted to discover factors which 
might influence the occurrence of injury from 
administration of these drugs. 

They investigated the effects of various pre- 
liminary diets upon the reactions of rats to sul- 
fanilamide to determine whether any particular 
ration could reduce the susceptibility to sulfon- 
amide injury. The rats were kept on simplified 
diets of casein and cornstarch with brewer’s yeast, 
a salt mixture, cod liver oil and olive oil, that 
is, a low protein but otherwise presumably ade- 
quate diet. Certain groups of animals received 
in addition to this list, to increase the protein 


1. Smith, M. 1.; Lillie, R. D.; and Stohlman, E. F.: The In- 
fluence of Dietary "Protein on the Suifanilamide. Pub- 
lic Health Reports, 56:24 the. 3) 1 
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content, an amino-acid, cystine; another group 
received cystine plus a sulfur bearing amino 
acid, methionine; and a third group received 
a hgh protein diet in the form of 30 per cent 
casein. They were kept on these rations for 
about a month; then sulfanilamide was admin- 
istered into the stomach daily over a period of 
about a month. 


One-third to half the animals died in all groups 
except the last, the group which received the 
basal diet plus 30 per cent casein. In this group 
no anemia was detected. Many very anemic 
animals were noted in the other groups. The an- 
imals which received the amino-acid supplements 
made good weight gains throughout the period 
of treatment. The animals in the low protein 
group tended to maintain a higher sulfanilamide 
concentration in the blood. 

At necropsy, signs of liver injury were appar- 
ent in the low protein group, both those which 
had had and those which had not had sulfanil- 
amide. All livers of the amino-acid-sulfanil- 
amide group were normal. Slight kidney changes 
were noted in a number of the sulfanilamide 
treated animals regardless of ration. Fat-free 
calcareous concretions were observed in the con- 
voluted tubules in a number of the low protein 
animals. These did not appear in the methio- 
nine treated group. Sulfanilamide apparently 
had nothing to do with this particular kidney 
injury. It was a low protein injury, perhaps 
specifically benefited by the amino-acid methio- 
nine. 

A number of investigations have been made 
upon the effect of diet upon the reaction of an ani- 
mal to poisons. One of interest reported a few 
years ago was that of Minot,! of Vanderbilt, upon 
the reaction of dogs to carbon tetrachloride, an 
anthelmintic. Occasionally this drug, after large 
scale administration to human beings, has caused 
fatalities. Minot and his associates administered 
it to dogs which had been maintained upon three 
different diets as follows: (1) high protein; (2) 
high carbohydrate; and (3) high calcium. It 
was noted that the high calcium ration had a 
protective effect against toxic reactions to car- 
bon tetrachloride, particularly against the liver 
injury. The effect was the same whether cal- 
cium was administered as bones, milk or inor- 
ganic calcium salts. This akaline earth was thus 
good for the liver. 


Calcium would seem to be low in many pop- 


1. Minot, A. S.: Relation of Calcium to the Toxicity of Carbon 
pcm in Dogs. Proc. Soc. Exp. Biol. & Med., 24:617, 
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ular dietaries. If one should just now eat all 
the minerals, vitamins, proteins and fats, milk, 
eggs, butter, citrus fruits and leafy vegetables, 
which are believed to be deficient in the usual 
dietary (carbohydrates are the only great class 
of foods not on a current crest of laboratory pop- 
ularity) just the thought of it might cause him 
to swell up and explode. 

However, the practitioner in Southern territory 
should keep the eating tendencies of his patients 
always in mind, and recall that the average South- 
ern dietary is greatly deficient in many life- 
saving and health-promoting foods. This is nec- 
essarily true because of the low per capita income 
of the Southeastern states. In Alabama, for ex- 
ample, figures given in 1929, a presumably good 
year, show a per capita income for the non- 
farm population of $527 per year; for the farm 
population of $141 per year, making an average 
of $331 per year for the State.1 Odum groups 
North and South Carolina, Virginia, Kentucky, 
Tennessee, Georgia, Alabama, Mississippi, Lou- 
isiana, Florida and Arkansas together as similar 
economically. How can incomes of this size, 
which are typical of the region, provide fresh 
meat, milk, eggs, fruits and other foods of high 
biologic value? 

The tendency of the poor in the South, and 
most of the South is poor, is to corn meal, white 
flour, molasses and fat salt pork, or a diet 
not sufficiently different from this basic one to 
support the best of health; and this should be 
considered in medication of the large majority 
of the persons who become ill in this part of the 
country. 

It will be well to inquire closely into the eat- 
ing habits of the patient who is receiving any 
of the sulfonamides, and to prescribe insofar as 
possible a liberally protective ration. 

From the work in the United States Public 
Health Service, a high protein diet might be 
helpful in reducing sulfanilamide reactions. 


TUMORS AND ESTROGENS 


Considerable control of hormones over tissue 
growth has been noted, and in particular the 
production of fibroid tumors of the uterus by 
estrogens was reported some years ago. Investi- 
gators? from the National Health Service of 


1. Odum, Howé’rd: Southern Regions, p. 46. “urham, North 
Carolina: University of North Carolina Press, 193.. 

2. Lipschutz, Alexander; Iglesias, R.; and Jun, L. V.: Uterine 
and Extra-uterine Localizations of Experimental Fibroids In- 
duced in Guinea Pigs by Prolonged Administration of Estrogens. 
Proc. Soc, Exper. Biol. & Med., 45:788 (Dec.) 1940. 
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Chile have studied the localization of these tu- 
mors in the uterus and outside it in estrogen- 
treated guinea pigs. 


Continued administration of very small quanti- 
ties of any of the estrogens caused fibroid 
tumors, which were variously scattered in the 
uterus, were large or small or pedunculated, and 
might also occur in other parts of the body. 
Estrogen tablets introduced under the skin at 
times produced tumors as early as within three 
weeks. 


In a group of several hundred guinea pigs 
treated with ten different estrogens, subserous 
tumors were found on most of the abdominal 
organs: the stomach, pancreas, liver, kidney, 
abdominal wall, and diaphragm. They had no 
connection with the lymph nodes. No thoracic 
tumors were found, and no tumors were found 
at the site of injection or implantation of the 
stimulant. 


This is an interesting contribution to the eti- 
ology and distribution of tumor growth. 


TWENTY-FIVE YEARS AGO 
From JourNALS oF 1916 


War Profits in Germany.1—The Krupp family of Es- 
sen has donated fifty million marks ($12,000,000), rep- 
resenting the increase in profits, the net result of the 
war, for civil betterment work. 


Food in Germany.2—The manifesto issued by the 
government regulating the price and distribution of 
foods and food products appears to have created the 
impression that Germany is hungry or that such a state 
of affairs is imminent. How little truth there is in 
statements based on such belief is shown by consulting 
the price lists issued in Berlin. * * * The government 
regulation of food prices is of immense value to the 
people. * * * The average price per 100 pounds of living 
calves fell from 94 marks ($23.50) to 77% marks 
($19.37) during the week of October 25-30 * * * for 
pigs from 145 marks ($36.25) to 102% marks ($25.62) ; 
for one pound of butter it fell from 2.77 marks (69. 25 
cents) to 2.53 marks (63.25 cents). 


Muscle Testing in Infantile Paralysis 3—* * * Infantile 
paralysis has been shown in most muscular groups not 
to be a paralysis in the sense of complete loss of power, 
but a weakening of those muscles. * * * It became im- 
perative to have some scale by which to work out 
what should be a precise and improved treatment. The 
muscle test offers a practical quantitative scale by 
which the effects of modifications of treatment may be 
studied week by week and month by month. * * * 


1. Berlin Letter, J.A.M.A., 66:45, 1916. 
2. Ibid. 


3. Lovett, Robert W.; and Martin, E. G.: Certain Aspects of 
Infantile Paralysis. J.A.M.A., 66: 729, 1916. 
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The muscle test devised consists of estimating the 
strength of the various muscle groups by means of 
spring balances. * * * The general relation of the 
strength of the various muscles in children is surprisingly 
con:tant. 


Book Review.4A—The Clinics of John B. Murphy, M.D., 
at Mercy Hospital, Chicago. Philadelphia and London: 
W. B. Saunders Co., 1915. 


Among a great variety of interesting topics they con- 
tain many bone cases, in which line Dr. Murphy appears 
at his best. However, like all the great Doctor’s writ- 
ings, they abound in dogmatic statements which are 
matters of his own personal opinion. For instance, 
take the almost amusing statement that a keloid in a 
white woman was due to the fact that she had been 
nursed at the breast of a negro “Mammy”. The nat- 
ural inference is that had she received cow’s milk in- 
stead she might have grown horns. * * * No surgeon 
can afford to miss Murphy’s Clinics. 


4. Book Review. Sou, Med. Jour., 


Book Reviews 


9:282, 1916. 


The Practice of Medicine. By Jonathan Campbell 
Meakins, M.D., LL.D., Professor of Medicine and 
Director of the Department of Medicine, McGill Uni- 
versity. Third Edition. 1430 pages, illustrated. St. 
Louis: The C. V. Mosby Company, 1940. Cloth $10.00. 


Dr. Meakins is a brilliant writer and speaker, and this 
work represents the painstaking labor taken to compress 
into one volume, without omitting essentials, the present 
day knowledge of the practice of medicine. As an ex- 
ample, the subheadings under bronchopneumonia are: 
synonyms, definition, causative agent, incubation period, 
portal of entry, predisposing factors, manner of onset, 
signs of general infection, symptoms, signs, secondary le- 
sions, pathological anatomy, diagnosis, course and termi- 
nation, and treatment. All padding is omitted and un- 
proven theories are given scant space. So much ground 
must be covered that even with these omissions the 
book is large, 1,430 pages. Space must be conserved 
for essentials and Dr. Meakins does this, the only conces- 
sion being in the free use of illustrations, and these also 
seem essential as he uses them. It would be difficult to 
overestimate the value of the illustrations which are used 
liberally, and color plates where color is the essential 
feature as in skin reactions and throat conditions. And 
speaking of color, one cannot omit mention of the paper 
on which this book is printed. It is a very light 
green to obviate glare and reduce eye strain. Under a 
bright light the relief to the eyes is remarkable with this 
innovation. 


There is a chapter on the value and the limitations 
of electrocardiograms. The vitamins are covered as to 
their specific effects, but little space is taken up with 
their unproven possibilities. 

Very interesting are the chapters on diseases due to 
abnormal environments and diseases due to chemicals and 
drugs. One thousand pages are taken up with the com- 
mon diseases under the various system headings: heart, 


—. allergy, urinary infections, nervous and ductless 


Dr. Meakins’ literary style fits in admirably with a 
work of this scope. It is easy flowing, as concise as the 
subject will permit, but withal entirely comprehensive. 
The entire work has been revised. 


A Manual of the Common Contagious Diseases. By 
Philip Moen Stimson, A.B., M.D., Assistant Professor 
of Clinical Pediatrics, Cornell University Medical Col- 
lege. Third Edition. 465 pages, illustrated. Phila- 
delphia: Lea & Febiger, 1940. Cloth $4.00. 

This book is a compact and authoritative discussion 
of eleven common contagious diseases: diphtheria, Vin- 
cent’s angina, scarlet fever, measles, rubella, whooping 
cough, mumps, chickenpox, smallpox, meningococcus 
meningitis and poliomyelitis. This revision contains 
new material on virus diseases, the use of chemotherapy 
as sulfanilamide and sulfapyridine, on whooping cough, 
meningitis, scarlet fever and measles. The colored pho- 
tographs add to the value of the text, as they are exact 
in their depiction of the lesions. 

The present edition gives to the practitioner a safe 
guide to the handling of these diseases, including the 
medication, and the precautions that should be taken 
to prevent their spread. 


Germs and the Man. By Justina Hill, Associate in Urc!- 
ogy, Medical School, the Johns Hopkins University. 
413 pages, illustrated. New York: G. P. Putnam & 
Sons, 1940. Cloth $3.75. 


In this book is told the story of man’s fight against 
infection, the behavior of bacteria and the bodily de- 
fenses against them. The first part of the book deals 
with bacteria. Of particular interest is the account of 
the manner of infection and the control of such major 
infections as syphilis, tuberculosis, gonorrhea, menin- 
gitis and tetanus. The more recent advances in im- 
munology are lucidly described and will help greatly in 
clearing up the prevailing bewilderment of the layman. 
The story of wound healing is excellent. The conclud- 
ing chapters unfold in a fascinating way the strides 
made in chemotherapy to the present date. The in- 
formation supplied in this book is accurate and the lit- 
erary style is charming. This book will make a valuable 
addition to the library of the physician and may be 
recommended for consumption by the layman. 


An Anatomical Analysis of Sports. By Gertrude Haw- 
ley, M.A., Formerly in Charge of Physical Education 
for Women at Northwestern and Stanford Universi- 
ties. Author of the Kinesiology of Corrective Exer- 
cise. 191 pages, illustrated. New York: A. S. Barnes 
& Co., 1940. Cloth $3.00. 

This book explains the anatomical and physiologic 
basis for the selection of correct “forms” to be used in 
various types of athletics. 


The explanation of these technics has been presented 
in an effort to adapt athletic programs to individual 
needs, and to coordinate maximum athletic efficiency 
with safety to the body mechanism. 

The analysis of the typical positions and movements 
involved in these sports has been written more for the 
benefit of coaches and teachers than for physicians. 
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Southern Medical News 


ST. LOUIS CLINICS 


The St. Louis Clinics will hold its Annual Clinical Conference 
at the Coronado Hotel, St. Louis, March 10 through March 13. 
The morning of March 10 will be set aside for registration, the 
Bt Lou beginning at 1:00 p. m. The a are conducted by 

Louis physicians. Seven distinguished speakers from outside 

the St. Louis area will participate in the program, and there 

will be special subjects presented by Reserve Officers of the 

Army and Navy. The program offers an opportunity for con- 

centrated postgraduate work to physicians from the South and 

Southwest. For program and further information write to the 
St. Louis Clinics, 3839 Lindell Boulevard, St. Louis, Missouri. 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


The New Orleans Graduate Medical Assembly, fifth annual ses- 
sion, will be held at New Orleans, March 3-7. The program con- 
tains the names of some eighteen outstanding physicians as es- 
sayists. In addition there will be round table luncheons each 
day. The last day, March 7, will be given over to clinics in the 
hospitals of New Orleans. There is a registration fee of $10.00. 
Dr. Val H. Fuchs is President; Dr. Joseph S. D’Antoni, Secretary; 
and Dr. Wm. H. Gillentine, Treasurer. For program and informa- 
address the Secretary, 1430 Tulane Avenue, New Orleans, 

ouisiana. 


MID-SOUTH POSTGRADUATE MEDICAL ASSEMBLY 


The Mid-South Postgraduate Medical Assembly, fifty-sixth an- 
nual session, will be held at Memphis, Tennessee, February 11-14, 
at the Hotel Peabody. The program consists of twenty-four 
guest speakers with round table luncheons at noon each day. 
Dr. J. L. Dunavant, Ripley, Tennessee, is President; Dr. C. W. 
Speck, New Albany, Mississippi, President-Elect; and Dr. A. F. 
es, 165 Madison Avenue, Memphis, Tennessee, Secretary- 

reasurer. 


AMERICAN ASSOCIATION Be, THE ADVANCEMENT OF 


A_ meeting of the American Association for the Advancement 
of Science, organized in cooperation with the American Society 
of Parasitologists, American iety of Tropical Medicine and the 


National Malaria Committee, was held in Philadelphia, December 
30, 31 and January 1. A Symposium on Human Malaria was 
presented which contained some forty Ts on os Smee 
poor by men who are members of the Southern As- 
sociation. 


ALABAMA 


Medical Association of Alabama will hold its next annual meet- 
ing in Mobile, April 15-17. 

Jefferson County Medical Society has elected Dr. M. i Dab- 
ney, President; Dr. Ivan C. Berrey, Vice-President; = 
W. Simpson, member of the Board of Censors; and = IM 
Mason, member of the Library Board, all of Birmingham. 

Dr. Duward O. Wright, Fort Payne, and Miss Harriet D 
Harton, Conway, Arkansas, were married October 5. 


DEaTHS 


Dr. W. W. Harper, Selma, aged 73, died January 14. 
Dr. Charles J. Ayres, Newbern, aged 70, died November 12. 
~ Claude Bell, Tuscaloosa, aged 64, died November 3. 
a Herbert Carter, Castleberry, aged 59, died in No- 


Dr. 5 ee Griffin Elrod, Dutton, aged 82, died October 29. 
3 — Bedwell Harrell, Sr., Thomaston, aged 59, died 
‘tober. 


ARKANSAS 


Arkansas Medical Society will hold its annual meeting in 
Little Rock, April 14-16. 

Bradley County Medical Society has elected Dr. W. B. Reasons, 
Hermitage, President; Dr. Rufus Martin, Warren, Vice-President; 
and Dr. W. J. Hunt, Warren, Secretary-Treasurer. 


Continued on page 40 
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when appetite lags.... 


employ this elixir of natural 
B-complex and glycerophosphates 


or the anorexia and sluggish digestion so frequently 
encountered during the winter months, Elixir ‘B-G- 
Phos’ offers a stimulating and exceptionally pleasant 
tonic combining the advantages of the entire B-complex 
from natural sources with glycerophosphates. 

Elixir ‘B-G-Phos’ includes Vitamins B,, B,, and B, to- 
gether with the filtrate factor, nicotinic acid, and other natural 
factors of the entire B-complex, combined with the glycero- 
phosphates of calcium, sodium, potassium, and manganese. 


Elixir ‘B-G-Phos’ not only tends to correct B-complex 
deficiencies but stimulates the appetite and helps to re- 
establish intestinal motility. Thus, disturbances of elimina- 
tion are corrected and digestive functions are improved. 


Che Tebleypoorfel Elixir ‘B-G-Phos’ is supplied in pint and gallon bottles. 
lentes a Dr 9 
Elixir ‘B-G-Phos 


| 
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Craighead-Poinsett County Medical Society has elected Dr. 
M. E. Blanton, Jonesboro, President. 


Faulkner County Medical Society has elected Dr. L. L. Has- 
sell, President; Dr. E. L. Dunaway, Vice-President: and Dr. 
J. S. Westerfield, Secretary-Treasurer, all of Conway. 

Hempstead County Medical Society has elected Dr. J. E. 
Gentry, McCaskill, President, and Dr. Jim McKenzie, Hope, 

tary-Treasurer. 

Independence County Medical Society has elected Dr. J. J. 
Monfort, Batesville, President; Dr. I. M. Huskev, Cave City, 
Vice-President; and Dr. W. J. Ketz, Batesville, Secretary-Treas- 
urer. 

Jefferson County Medical Society has elected Dr. Fred Hames, 
Pine Page | President: Dr. J. W. John, Pine Bluff, Vice-President; 
and Dr. A. R, Russell, Earl, Secretary-Treasurer. 

Johnson County Medical Society has elected Dr. J. M. ae 
President; Dr. R. H Johnston. Vice-President; and Dr. G. 
Siegel, Secretary-Treasurer, all of Clarksville. 

Mississippi County Medical Society has elected Dr. J. T. Polk, 
Keiser, President: Dr. T. K. Mahan, Blytheville. Vice-President; 
and Dr. F. D. Smith, Blytheville, Secretary-Treasurer. 

Nevada County Medical Society has elected Dr. 1. B. Hesterlv, 
Prescott, President: Dr. G. G. Hairston, Monticello. Vice-Presi- 
dent; and Dr. L. J. Harrell, Prescott, Secretary-Treasurer. 

Polk County +“. Society has elected Dr. B. VM. Hoewkins, 
President; Dr. H. G. Heller, Vice-President; and Dr. J. G. Hil- 
ton, Secretary-Treasurer, all of Mena. 

Pulaski County Medical Society has elected Dr. E. H. White 
President: Dr. Alan G. Cazort. Vice-President; and Dr. T. Duel 
Brown, Secretary; and Dr. R. J. Calcote, Treasurer, all of 
Little Rock. 

Sebastian County Medical Society has elected Dr. Hugh John- 
son, President; Dr. H. C. Dorsey, Vice-President; Dr. W. F. 
Adams, Secretary; and Dr. W. R. Brooksher, Treasurer, all of 
Fort Smith. 

St. Francis County Medical Society has elected Dr. N. C. Mc- 
Cown, Forrest City, President; Dr. M. L. McLendon, Palestine, 
Vice-President; and Dr. J. O. Rush, Forrest City, Secretary-Treas- 
urer. 
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The new county health building at Pine Bluff has been 
named the W. H. Bruce Building in recognition of the work of 
Dr. Bruce in Jefferson County, 

Dr. Ralph Hamilton is erecting a clinic building in West 
Memphis. 

r. J. O. Rush, Forrest City, has been elected Vice-President 
of the Arkansas Society for Crippled Children. 

Dr. A. K. Wayman, Little Rock, has been appointed Superin- 
tendent of the Pulaski County Hospital. 

Dr. W. J. Blackwood, Rector, Dr. C. L. Harris. Melbourne, 
and Dr. H. O. Walker, Newport. have been appointed county 
chairmen in the Fight Infantile Paralysis campaign. 

Dr. E. M. Nixon, formerly Health Director of Mississippi 
County, has become associated with Dr. Joseph F. Shuffield at 
Little Rock. 

Dr. Jee F. Rushton, Magnolia, has been elected a Director of 
the Hospital for Crippled Adults at Memphis, Tennessee. 

Dr. Ralnh E, Weddington has been transferred from Melbourne 
to Batesville. where he will be Director of the Independence 
County Health Unit. 

Dr. M. C. John. Stuttgart. has been reappointed a ber of 
the Board of Trustees of the State Sanatorium. 

Dr. O. G. Hirst. Prescott, Dr. T. L. Adair, Bald Knob. Dr. 
Tames W. Branch. Hope, Dr. B. P. Briggs. Little Rock. Dr. H. D. 
Fowler, Little Rock. Dr. Elmer J. Ritchie, North Little Rock, 
and Dr, T. S. Van Duyn. Stuttgart, have reported for active duty 
with the Medical Corns, United States Army. 

Dr. J. D. Huskins, Siloam Springs. has been called to active 
dutv with the Army Medical Corps and assiened to the 48th 
Medical Battalion, 2nd Armored Division, Fort Benning, Georgia. 

Dr. Jeff J. Baggett and Miss Frances Gose, both of Prairie 
Grove, were married October 26. 

Dr. F. M. Burton, Hot Springs National Park, has been called 
to active duty with the Army Medical Corps and assigned to 
Camp Robinson. 


Deatus 


me Sterling Price Bond, Little Rock, aged 51, died Decem- 
eS. 
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FRED L. ADAIR, M.D., Professor of Obstet- 
rics and Gynecology, The University of Chi- 
cago School of Medicine, Chicago. 

WILLIAM L. BRADFORD, M.D., Associate 
Professor of Pediatrics, University of Roch- 
ester Medical School, Rochester. 


CHARLES A. DOAN, MLD., Professor of 
Medicine, The Ohio State University, Co- 
lumbus. 


of Pennsylvania, Philadelphia. 


3839 Lindell Blvd. 


ST. LOUIS CLINICS 


ANNUAL 


CLINICAL CONFERENCE 


March 10-13, 1941 
Place of Meeting—Coronado Hotel 


The St. Louis Clinics will offer an intensive course in various branches of medicine, surgery and 
surgical specialties. The Conference will be given by members of the medical profession of St. 
Louis; outstanding medical officers of the Army and Navy, and the following guest clinicians: 


FRED D. WEIDMAN, M.D., Professor of Dermatologic Research and Vice- 
Dean for Dermatology-Syphilology, Graduate School of Medicine, University 


Daily Programs from Nine to Five—Three Round Table Luncheon Discussions 
Two Evening Programs 
The registration fee of ten dollars includes the round table luncheons. 
FOR INFORMATION ADDRESS THE ST. LOUIS CLINICS 


WILLIS D. GATCH, M.D., Dean and Profes- 
sor of Surgery, Indiana University School of 
Medicine, Indianapolis. 

JOHN J. SHEA, M.D., Member, American 
Laryngological, "Rhinological and Otological 
Society, Memphis. 

ARTHUR STEINDLER, M.D., Professor of 
Orthopedic Surgery, The State University of 
Iowa, Iowa City.“ 


St. Louis, Missouri 
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Cornerstones 


» Only through ability to establish and 
maintain high standards and to contrib- 
ute new and useful products for the 
control of disease can a pharmaceutical 
manufacturer become a helpful factor 


in world medicine. 


EPHEDRINE 
INHALANTS, LILLY 


Topically applied to inflamed nasal mucous mem- 
brane, ephedrine relieves congestion and facilitates 
drainage. 

Inhalant Ephedrine (Plain), Inhalant Ephedrine 
Compound, and Ephedrine Jelly, through many 
years of use, have proved their worth in increasing 
nasal ventilation during respiratory infections. 


ELI LILLY AND COMPANY 


Principal Offices and Laboratories, Indianapolis, Indiana, U.S. A. 
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The Tulane University 
of Louisiana 
SCHOOL OF MEDICINE 


REVIEW COURSES in all branches 
of medicine annually—January through 


March. 
OTOLARYNGOLOGY — Special, in- 


tensive course beginning mid March, 
1941, to be given for six weeks. 


Special, short time, intensive courses 
in certain fields may be arranged. 


For detailed information write 


Director 
Department of Graduate Medicine 


1430 Tulane Avenue, New Orleans, La. 


WASHINGTON UNIVERSITY 
SCHOOL OF MEDICINE 


Announces the following course 


OTOLARYNGOLOGY 


An eight months’ course in Otolaryngology for 
those beginning the study of diseases of the 
ear, nose and throat. 


Only graduates of medical schools who have 
completed a year of intern service will be ad- 
mitted to the course. 


The course begins September 22, 1941. Fee 
for the course is $600.00. 


For further information apply to 
THE REGISTRAR 
WASHINGTON UNIVERSITY 


SCHOOL OF MEDICINE 
St. Louis, Missouri 
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Dr. Robert Nelson Buckmaster, Pangburn, aged 71, died No- 
vember 17. 

Dr. Daniel Warwick Harmon, Hot Springs National Park, aged 
60, died November 8 of heart disease. 

Dr. O. K. Hukill, Egypt, aged 67, died December 14. 
‘ . Archibald M. McKennon, Clarksville, aged 88, died Octo- 
er 23. 


DISTRICT OF COLUMBIA 


District of Columbia Tuberculosis Association, Washington, has 
reelected Dr. J. Winthrop Peabody, President, and Dr. L 
Reichelderfer, Vice-President. Dr. Henry J. Crosson was elected 
a member of the Board of Directors, and Dr. James A. Murphy 
and Dr. James G. Cumming were reelected to the Board. 

United States Public Health Service has set up a National 
Advisory Committee on Gerontology to study problems dealing 
with the aging population. 

George Washington University Hospital, Washington, has ap- 
pointed Dr. Robert E, Coker, Jr., Chapel Hill, North Carolina, 
and Dr. Eugene Willard, Schenectady, New York, Resident Physi- 
cians. 

The Children’s Hospital, Washington, has reelected Dr. Loren 
B. T. Johnson and Dr. Joseph S. Wall to the Board of Directors. 

Gallinger Municipal Hospital has acquired a new Drinker- 
Collins respirator, which was purchased with proceeds from the 
President’s Birthday Ball in January, 1940, at a cost of $2,450. 

A postgraduate course in ophthalmology will be given at the 
—. Washington University School of Medicine, Washington, 
April 7-12. 

Dr. Harry H. Kerr, Washington, was elected President of the 
Southern Surgical Association at its recent meeting held in Hot 
Springs, Virginia. 

Dr. Oscar B. Hunter has been elected President of the Wash- 
ington Kiwanis Club. He expects to expand the program of aid to 
crippled children during this year. 

Dr. Hugh S. Cumming, Director of the Pan-American Sanitary 
Bureau, Washington, was elected President of the Gorgas Memo- 
rial Institute at its annual meeting, November 19. 

Dr, Red E. Buxton, formerly of Boston, Massachusetts, is 
Director of the Washington Institute of Mental Hygiene, suc- 
ceeding Dr. Paul J. Ewerhardt, resigned. 

Dr. James A. Gannon, Washington, has been appointed a mem- 
ber of the District Board of Education. 

Dr. George Tolstoi, Washington, an officer in the Army Medical 
Reserve Corps, has been ordered to Fort Monroe, Virginia. 

Dr. Harry Sacks, Washington, and Miss Isabell Boaz, Atlanta, 
Georgia, were married November 20. 

Dr. Thomas Norwood Lide, Washington, and Miss Janet Or- 
mond, Durham, North Carolina, were married October 12. 


DEaTHS 


Dr. Taylor Boyd Dixon, Washington, aged 64, died November 2 
of coronary thrombosis. 

Dr. Edward Browning Meigs, Washington, aged 61, died No- 
vember 5 of pulmonary tuberculosis. 
A Dr. Samuel Lumpkin Starks, Washington, aged 60, died Octo- 
er 28. 

Dr. James D. Stuart, Washington, aged 75, died October 18. 
" James Thurston Wolfe, Washington, aged 59, died Decem- 


FLORIDA 


The sixty-eighth annual meeting of the Florida Medical Associa- 
tion will be held in Jacksonville, April 28-30. 

The Gulf Coast Clinical Society has elected Dr. J. Sam Turber- 
ville, Century, President, and Dr. J. C. McSween, Pensacola, 
Secretary-Treasurer. 

Leon-Gadsden- a County Medical So- 
ciety has elected Dr. S. E. Wilhoit, Quincy, Log Dr. G. H. 
Garmany, Havana, Vice-President; ‘and Dr. B. A. Wi Ikinson, Tal- 
lahassee, Secretary-Treasurer. 

A contract has been let for the construction of six new rooms 
to the Joseph Halton Hospital at Sarasota. The original structure 
was completed in 1931 and additions made in 1924 and 1938. 

Dr. Charles B, Mabry, Jacksonville, has been doing research 
work in pathology and orthopedic surgery at the Massachusetts 
=" Hospital, Boston. 

J. H. Mitchell, Jacksonville, has been reelected President 
of 3 Baptist Children’s Home in that City. This home was 
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The Best Reason To Wait For Spring 
THE 


NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Fifth Annual Meeting 


MARCH 3-6, 1941 
and 


Clinic Day in the Hospitals of New Orleans on March 7 


GUEST SPEAKERS 

Dr. Paul Dudley White, Boston, Dr. W. Wallace Morrison, New York, 
Cardiology Otolaryngology 

Dr. Paul A. O’Leary, Rochester, Dr. Lawrence W. Smith, Philadelphia, 
Dermatology Pathology 

Dr. Richard W. TeLinde, Baltimore, Dr. Charles F. McKhann, Ann Arbor, 
Gynecology Pediatrics 

Dr. Ernest E. Irons, Chicago, Dr. Eugene L. Bishop, Chattanooga, 
Medicine Preventive Medicine 

Dr. Maurice C. Pincoffs, Baltimore, Dr. George E. Binkley, New York, 
Medicine Proctology 

Dr. Arthur H. Ruggles, Providence, Dr. Leo G. Rigler, Minneapolis, 
Neuropsychiatry Radiology 

Dr. Louis E. Phaneuf, Boston, Dr. Frederick A. Coller, Ann Arbor, 
Obstetrics Surgery 

Dr. Cecil S. O’Brien, Iowa City, Dr. Owen H. Wangensteen, Minneapolis, 
Ophthalmology Surgery 

Dr. Paul C. Colonna, Oklahoma City, Dr. George F. Cahill, New York, 
Orthopedic Surgery Urology 

All-inclusive Registration Fee $10.00 For Information Address 

(Lectures, Clinics, Daily Roundtable Secretary, Room 105, 


1430 Tulane Avenue, 
Luncheons, Smoker) New Orleans, Louisiana 
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organized in 1926 and is a department of the Jacksonville Baptist 
Association and Northeast Florida Baptist Association. 

Dr. Herbert L. Bryans, Pensacola, has been appointed a mem- 
ber of the State Board of Health to fill the unexpired term of the 
late Dr. N. A. Baltzell, of Marianna. 

Dr. Robert A. Mayer has opened offices in Miami Beach, with 
practice limited to pediatrics. 

Dr. John J. Jares, formerly of Lakeland, has opened offices at 
Sarasota, with practice limited to radiology. 

Dr. Carroll T. Bowen, Jacksonville, Director of Venerea] Dis- 
ease Control for the Duval County Health Unit, has been ap- 
pointed Director of the Broward County Health Unit, with head- 
quarters in Fort Lauderdale, 

Dr. Erwin F. Hoffman, formerly of Detroit, Michigan, has been 
appointed Health Officer of Hendry County, succeeding Dr. 
Charles W. Pease, who was transferred to Jacksonville. 

Dr. Walter L. Shackelford, Superintendent of the Good Samari- 
tan Hospital at West Palm Beach for thirteen years, has resigned 
to enter private practice. 

Dr. Ben Allen Dreibodt, Jacksonville, and Miss Norma Eliza- 
beth Thomas were married October 7. 

Dr. Jorge A. Trelles and Miss Conchita Gonzales, both of 
Tampa, were married in October. 

Dr. Eugene L. Jewett, Orlando, and Dr. Ruth S. Hart, Winter 
Park, were married October 12. 

Dr. Robert M. Oliver and Miss Elizabeth Baker Gardner, 
Miami, were married November 14. 


Deatus 


Dr, N. A. Baltzell, Marianna, aged 64, dicd December 8. 

Dr, Walter Bryant Guy, St. Augustine, aged 70, died October 
3 of coronary thrombosis. 

Dr. M. M. Hannum, Eustis, aged 56, died December 9. 

Dr. Michael] Scott Kearns, Fort Lauderdale, aged 40, died No- 
vember 14. 

Dr. Earle Haggett MacMichael, Englewood, aged 56, died Oc- 
tober 27 of hypertensive heart disease. 

Dr. E. J. Melville, St. Petersburg, aged 74, died December 8. 

Dr. Victor Hugo Miller, Lakeland, aged 53, died October 16 
of coronary thrombosis. 
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Dr. Henry Hurd Rusby, Sarasota, aged 85, died November 18 
of intestinal obstruction. 

Dr. Willie Gregor Spires, Gaskin, aged 55, died October 19. 
mF — Douglas Taylor, Daytona Beach, aged 86, died 

tober 5. 


GEORGIA 


Bibb County Medical Society installed Dr. H. G. Weaver, 
President; and elected Dr. R. W. Richardson, President-Elect; 
Dr. Alvin E. Siegel, Vice-President; and Dr. A. M. Phillips, 
Secretary-Treasurer, all of Macon. 

Jackson-Barrow Counties Medical Society has elected Dr. W. L. 
Mathews, Winder, President; Dr. M. B. Allen, Hoschton, Vice- 


President; and Dr, J. H. Campbell, Commerce, Secretary-Treas- 
urer. 
Dr. Ralph N. Johnson, Rome, has been elected to fellowship 


in the American College of Surgeons. 

Dr. B. C. Teasley, Hartwell, was elected President of the Pied- 
mont Postgraduate Clinical Assembly at its meeting held recently 
in Anderson, South Carolina. 

Dr. W. B. Harrison, Gainesville, has been elected President of 
the North Georgia Public Health Association. 

Dr. Joseph A. Johnson, Greensboro, has resigned as head of the 
Greene County Health Unit to accept a similar position at Toccoa 
in charge of the unit including Stephens, Habersham and Rabua 
Counties. 

Dr. Roy L. Johnson, Douglas, has resigned as Health Com- 
missioner in Coffee County to enter private practice. 

Dr. Robert V. Schultz, formerly of New York, has been named 
— of Public Health Education for the State Department of 

ealth. 

Dr, and Mrs. B. C. Powell, Villa Rica, entertained many of 
their friends and members of the Carroll County Medical Society 
at their golden wedding anniversary in their home in October. 

Dr. Fred F. Rudder will be associated with Dr. Lon C. Grove, 
Medical Arts Building, Atlanta, in the practice of surgery, 

Dr. Wm. L. Dobes announces the opening of his office in the 
Candler Building, Atlanta, with practice limited to dermatology 
and syphilology. 
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Tue New YorRK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America) 


For the General Surgeon 


A combined surgical course comprising general sur- 
gery, traumatic surgery, abdominal surgery, gastro- 

ZY, P surgery, uro- 
logical surgery. Attendance at lectures, wae 
operations, examination of pati pre-op ly 
and post-operatively and follow-up in the wards 
postoperatively. Pathology, roentgenology, physi- 
cal therapy. Cadaver demonstrations in surgical 
anatomy, thoracic surgery, regional anesthesia. Op- 
erative surgery and operative gy logy on the 
cadaver. 


EYE, EAR, NOSE 
and THROAT 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK CITY 
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Laxatives 


not needed to relieve 


Constipation 


when the daily feedings 
are prepared from milk 
properly modified with 


Mellin’s Food 


Samples sent to physicians 
upon request. 


Constipation 


Infancy 


Constipation in infancy probably commands 
the physician’s attention more often than any 
other symptom that points to the need of 
readjusting a feeding formula. 


Constipation is a common complaint and 
oftentimes is the real reason for a slow 
gain in weight, restless nights and a fretful, 
uncomfortable baby. 


Infants fed on milk and water in proportions 
suitable for healthy babies of given age and 
weight with an amount of Mellin’s Food to 
meet the carbohydrate requirement (six to 
eight level tablespoons to the full day's mixture) 
are seldom constipated. 


Many physicians use Mellin’s Food routinely 
in preparing bottle feedings, for they know 
from experience that regular stools of good 
consistency are characteristic of babies fed on 
milk properly modified with Méellin’s Food. 
These physicians thus avoid much of the 
trouble associated with infant feeding. 


Mellin’s Food Co., Boston, Mass. 


MELLIN’S FOOD: Produced | by an infusion of Wheat Flour, Wheat Bran 
and Malted Barley with P Bicarbonate — consisting 
of Malt Proteins and Mineral Salts. 
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Dr. Clarence L. Ayers, Toccoa, will have associated with him in 
practice his cousin, Dr. Sanford E. Ayers. 

Dr. W. E. Thomasson, Carrollton, has resumed practice after 
taking postgraduate study at Columbia University College of 
Physicians and Surgeons, New York City. 

Dr. G. K. Cornwell, formerly of Milledgeville. has moved to 
Eastman and is associated in practice with Dr. J. Cox Wall at the 
Clinic Hospital. 

The University of Georgia has received a sum of $100,000, pre- 
sented by S, Price Gilbert. to construct an infirmary building. 
This building will be named in honor of Mr. Gilbert’s father. the 
late Dr. Jasper Newton Gilbert, who was graduated at the Medi- 
cal College of Georgia, Augusta, and who lived in Columbus. 

New Army hospitals are to be built at Savannah and Hinesville 
under the defense appropriation bill. The 200-bed hosnital ap- 
proved for the airport at Savannah is to provide for the 3.500 
officers and men of the air corps stationed there. The 800-bed 
hospital to be constructed at Hinesville is for the Savannah anti- 
aircraft area with six regiments, or about 15,000 men. These 
hospitals are to be Teplaced later by more substantial structures, 
as the Army bases in this area will be permanent. 


DEATHS 


Dr. Thomas Z. Clower, Moreland, aged 70, died October 5. 

Dr. Raymond Braxton Kicklighter, Glennville, aged 46, died 
October 29 of tuberculosis. 

Dr. Owen F. Moran, Milledgeville, aged 73, died October 31 
of myocarditis and arteriosclerosis. 
ms : Wilbur Moate Scott, Milledgeville, aged 49, died Octo- 


KENTUCKY 


Jefferson County Medical Society, Louisville, held its annual 
dinner meeting on Monday evening, Jenuary 20, at the Pendennis 
Club, the retiring President, Dr. E. Lee Heflin, presiding. The 
incoming President, Dr. M. J. Henry, was installed. New officers 
elected were Dr, Woodford B. Troutman, President-Elect: Dr. 
R. O, Joplin, First Vice-President; Dr. Gordon S. Buttorff, Second 


POST-GRADUATE WEEK 
School of Ophthalmology and Otolaryngology 
New York Eye and Ear Infirmary 


March 24th to March 29th, inclusive 


Clinical and practical demonstrations and lectures in va- 
slows _ Phases of and Otolaryngology. 
ion Op with presentation 

cases. 
om Speakers: Drs. Walter B. Lancaster, Hanover, 
N. H.; Louis H. Clerf, Philadelphia, Pa.; Frederick 
Davis, Madison, Wis.; LeRoy Schall, El. 
byrne G. Gill, Roanoke, Va.; Julius Lempert, New York 
City; Comdr. Julius Neuberger, U.S. Navy; also mem- 


bers of our own staff. 


8 Second Ave., New York City 


a, Lg R. Stewart, Registrar of the School, | 
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Vice-President; Dr. B. Wilson Smock, Secretary; and Dr. Maurice 
G. Buckles, Treasurer. 

Adair County Medical Society has elected Dr. W. J. Flowers, 
President; Dr. J. Duncan, Vice-President; and Dr, Todd 
Jefferies, Secretary-Treasurer, all of Columbia. 

Mercer County Medical Society has elected Dr. G. E. Lowrey, 
President; Dr. W. S. Gabhart, Vice-President; and Dr. J. Tom 
Price, Secretary-Treasurer, all of Harrodsburg. 

Dr. E. V. Edwards, formerly of the Mayfield Hospital Staff, is 
now a resident of Kirkwood, Missouri. 

Dr. Lawrence E. Hurt and Miss Louise Conlee, both of Lexing- 
ton, were married October 28. 


Deatus 


Dr. Thomas J, Hendrick. Webster, aged 80, died November 6. 

Dr. Green L, Johnson, Harrodsburg, aged 56, died December 4. 

Dr. Reed Spencer Johnson. Pikeville, aged 58, died November 
21 of carcinoma of the throat. 

Dr. Porter Prather, Lexington, aged 81, 
a leg fracture suffered in a fall. 

Dr. Car] Lewis Wheeler, Lexincton, aged 74, died December 15. 


died November 29 from 


LOUISIANA 


Louisiana State Medical Society will hold its next annual meet- 
ing at Shreveport, April 21-25 

Bi-Parish Medical Society has elected Dr. W. J. Roberts, 
Clinton, President; Dr. T. H. Parden, Jackson, Vice-President: 
and Dr. E. M. Toler, Secretary-Treasurer. 

Beauregard Parish Medical Society has elected Dr, J. D. 


Frazar, President: Dr. T. R. Sartor, Vice-President; and Dr. 
S. R. Roberts, Secretary-Treasurer, all of DeRidder. 
T. B. Tooke. 


Caddo Parish Medical Society has elected Dr. 
Belcher, President; Dr. C. 
President; Dr. 


R. Gowen, Shreveport. First Vice- 


Harold J. Quinn, Shreveport, Second Vice-Presi- 


dent: Dr. Willis J. Taylor. Shreveport, Secretary; and Dr. W. R. 
Herwell, Shreveport, Treasurer. 

DeSoto Parish Medical Society has elected Dr, W. B. Hewitt, 
President; Dr. R. Thaxton, Vice-President; end Dr. R. A. 


Tharp, Secretary-Treasurer, all of Mansfield. 

East Baton Rouge Parish Medical Society has elected Dr. W. 
S. Slaughter, President; Dr. B. B. Lane, Jr., Vice-President; and 
Dr. R. C. Kemp, Secretary-Treasurer, all of Baton Rouge. 

Ouachita Parish Medical Society has elected Dr. Henson S. 
Coon, President; Dr. L, L. Titche, Vice-President; and Dr. 
J. W. Cummins, Secretary-Treasurer, all of Monroe. 

Rapides Parish Medical Society has elected Dr. M. B. Pearce, 
Alexandria, President; Dr. R. E. McGill, Alexandria, First Vice- 
President; Dr. Morris Hair, Bunkie, Second Vice-President; and 

r. C. P. Herrington, Alexandria, Secretary-Treasurer. 

Red River Parish Medical Society has elected Dr. W. B. Hunter, 
Coushatta, President; Dr. Jack Carlisle, East Point, Vice-Presi- 
dent; and Dr. C. W, Reid, Coushatta, Secretary-Treasurer. 

Dr. Leon J. Menville, New Orleans, was elected President of 
the Radiological Society of North America at its annual meeting 
held in Cleveland, Ohio, in December. 

Dr. Alton Ochsner, New Orleans, was reelected Secretary of 
the Southern Surgical Association at its recent annual meeting. 

Dr. DeWitt T. Milam, Monroe, has been appointed Superin- 
tendent of the E. A. Conway Charity Hospital. 
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315 Brackenridge Avenue 


Established 1903. Strictly ethical. 


ful nursing and homelike comforts. 


G. H. MOODY, M.D. 
Founder 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS “ 


For Nervous and Mental Diseases, Drug and Alcohol Addiction and 
Nervous Invalids Needing Rest and Recuperation 
Location delightful summer and winter. 


and therapeutic methods. Seven buildings, each with separate lawns, each featuring a small 
separate sanitarium, affording wholesome restfulness and recreation, in doors and out doors, tact- 


Phone: Fannin 5522 


Approved diagnostic 


J. A. McINTOSH, M.D., F.A.C.P. 
Superintendent 
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The value of the x-ray in the di- 
agnosis of lesions within the 
chest cavity is well established. 
Even the most skilled specialist 
in chest diseases now considers 
an examination incomplete 
without properly made roentgen- 
ologic studies. Today, the serv- 
ices of a competent roentgenol- 
ogist may be obtained with little 
difficulty and the well-informed, 
conscientious surgeon, internist, 
or general practitioner no longer 
attempts treatment based upon 
a diagnosis made from physical 
signs alone! —DISEASES OF THE 
Cuest, 4:19, May, 1938. 


te diagnostic value of any 


radiograph is, in the final 


the specialized knowledge 


| analysis, dependent upon 
| y 


of the one who makes the 


interpretation. This is the 


reason why you should re- 


fer your patients to a com- 


petent radiologist. 


EASTMAN KODAK COMPANY, Rocuester, N. Y. 


World’s largest manufacturer of radiographic and photographic materials 
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Arteriosclerosis 
Chilblains .. Frostbite 
Diabetic Ulcers 


Intermittent Claudication 


A NEW DEGREE OF RELIEF 


In the treatment of occlusive vascular disturbances of 
the extremities, the value of intermittent venous con- 
striction is firmly established in the literature. 
Now, with the development of selective timing as 
presented in the new Burdick RC-2 Rhythmic Con- 
strictor, treatments may be individualized to meet the 
requirements of each case, and better results may 
often be expected. 


DUAL TIMING 
Rhythmic 
Constrictor 


is simple to operate—silent—reasonably priced. The 
periods of constriction and release are timed sepa- 
rately with the Dual Timer so that any desired technic 
of timing may be employed. 


The New 


Available for rental at reasonable rates. 


Tre BURDICK CORPORATION 


MILTON, WISCONSIN 


The Burdick Corporation Dept. SM 2-41 4 
Milton, Wisconsin 


{ Please send me full information on the New 

\ Burdick Dual Timing RC-2 Rhythmic Constrictor. 

Dr. 

Addn — 
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Dr. William C. Summer, Minden, Director of the Webster 
Parish Health Unit for ten years, recently resigned to become 
Consultant Adviser to the parish health units in eighteen parishes 
of northern Louisiana. He succeeds Dr. Edmond G. Klamke, 
New Roads, Health Director of Pointe Coupee Parish. 

Dr. John M. Whitney, Jennings, formerly head of the Jefferson 
Davis Parish Health Unit, is now Director of fifteen parish health 
units in southwestern Louisiana. 

DEATHS 

Dr. Montrose Day, Haynesville, aged 85, died October 27 of 
coronary thrombosis. 

Dr. Walter A. Jenkins, Church Point, aged 80, died October 15 
of diabetes mellitus, nephritis and myocarditis. 

Dr. George L. Shoemaker, Jennings, aged 80, died October 21 
of coronary thrombosis. 


MARYLAND 


Dr. Alfred Blalock, formerly Professor of Surgery at Vanderbilt 
University School of Medicine and Visiting Surgeon at Vanderbilt 
Hospital, Nashville, Tennessee, has been appointed Professor of 
Surgery at Johns Hopkins University School of Medicine and 
Surgeon-in-Chief to the Johns Hopkins Hospital, Baltimore, suc- 
ceeding Dr. Dean Lewis, who retired in the spring of 1939. 


DeaTHS 


Dr. Joseph O. King, Ridge, aged 67, died October 31 of pul- 
monary tuberculosis, 

Dr. Irving Isaac Littman, Baltimore, aged 37, died November 
2 of cerebral embolism. 

Dr. John Willis Martin, Annapolis, aged 44, died November 5 
of a brain tumor. 

Dr. Alexander Eustace Muse, Baltimore, aged 76, died No- 
vember 18 of carcinoma of the prostate. 

Dr. John Charles Norton, Baltimore, aged 53, died November 
10 of coronary thrombosis. 

Dr. William James Pillsbury, Baltimore, aged 72, died October 
29 of cerebral hemorrhage. 


MISSISSIPPI 


Adams County Medical Society has elected Dr. J. S. Ullman, 
Natchez, President, and Dr. L. S. Gaudet, Natchez, Secretary- 
Treasurer. 

Amite-Wilkinson Counties Medical Society has elected: For 
Amite, Dr. W. R. Brumfield, Gloster, President: Dr. D, H. 
Thornhill, Crosby, Vice-President; and Dr. Anderson Butler, Lib- 
erty, Secretary. For Wilkinson, Dr. C. E. Catchings, Woodville, 
President; Dr. S. E. Field, Centreville, Vice-President; and Dr. 
R. J. Field, Centreville, Secretary. 

Coast Counties Medical Society has elected Dr. C. H. McCall, 
Gulfport, President; Vice-Presidents: Harrison, Dr. R. W_ Bur- 
nett, Biloxi; Jackson, Dr. R. C. Eley, Moss Point; Hancock, Dr. 
A. P. Smith, St. Louis; Stone, Dr. S. E. Dunlap, Wiggins; and 
Dr. D. L. Hollis, Biloxi, Secretary-Treasurer. 

East Mississippi Medical Society has elected Dr. C. A. Kirk. 
Louisville, President; and Dr. N. C, Knight, Meridian, Secretary- 
Treasurer. 

Newton County Medical Society has elected Dr. Z. C. Hagan, 
Union, President; Dr. J. Pennington, Decatur, Vice-Presi- 
dent; and Dr. Dudley Stennis, Newton, Secretary-Treasurer. 

Neoshoba County Medical Society has elected Dr. C. H. Harri- 
son, Philadelphia, President, and Dr. R. G. Hand, Philadelphia, 
Secretary. 
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Chicago Eye, Ear, Nose & Throat College 
Established 1897 
231 W. Washington St., Chicago, III. 
Practical postgraduate course in Ophthalmology and 
Otolaryngology. 


Doctors admitted at any time for review and clinical 
observation. 


Two residencies of one year each now available. 
OSCAR B. NUGENT, M.D., Director 
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Mandelic acid therapy has replaced the 
ketogenic diet in many clinics. It is con- 
sistently more effective and far simpler to 
use since it does not require strict dietary 
regulation or hospitalization. Further- 
more, it may be used in conditions where 
the ketogenic diet is contra-indicated, 
such as in gastric or duodenal ulcer, dia- 
betes, arteriosclerosis and biliary tract 
disturbances. 


Two Salts Available 

Both the calcium and ammonium salts 
of mandelic acid are available under the 
Squibb label. Both act to sterilize the 
urine and produce improvement in acute 
and chronic cystitis, pyelitis (pyelone- 
phritis) and other infections of the genito- 
urinary tract—particularly colon bacillus 
infections. 

The calcium salt, while similar in action 
to the ammonium salt, is more pleasant to 


take, being more nearly tasteless. Both 
forms are supplied in tablet form exclu- 
sively and are far more agreeable and 
pleasant to take than liquid preparations. 


THREE DOSAGE FORMS 
Tablets Ammonium Mandelate 
uncoated 
7% grains, in bottles of 200 and 1000 
334 grains, in bottles of 100 and 500 
Tablets Ammonium Mandelate 
enteric-coated 
5 grains, in bottles of 200 and 1000 
Tablets Calcium Mandelate 
uncoated 
7 grains, in bottles of 200 and 1000 


To facilitate the control of urinary 
acidity, Nitrazine Test Paper and color 
chart are supplied with all bottles. With 
Nitrazine*—a sensitive indicator—one 
may accurately determine the acidity or 
alkalinity of the urine. 


For literature address Professional Service Department, 
E. R. Squibb & Sons, 745 Fifth Ave., New York, N.Y. 


*Nitrazine isa a of E. R. Squibb & Sons 
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Pontotoc County Medical Society has elected Dr. W. H. Reid, 
Toccovola, President; Dr, R. D. Donaldson, Pontotoc, Vice- 
President; <nd Dr. E. B. Burns, Ecru, Secretary. 

Thirteen Counties Medical Society has elected Dr. H. L. Scales, 
Jr., Starkville, President; and Dr. A. J. Stacy, Tupelo, Secretary, 
reelected. 

The new hospital at Louisville was formally opened on De- 
cember 30. 

Dr. E. M. Nixon, Director of Mississippi County Health Unit, 
has resigned to enter private préctice in Little Rock, Arkansas. 
He will be associated with Dr. Joe T. Shuffield, an orthopedic 
surgeon. 

Dr. D, W. Hamrick. Corinth, has been appointed as the au- 
thorized physical exeminer for the CAA, the appointment having 
come from the CAA Medical Director at Washington, D. C. 

Dr. M. M. Sims, of the Lafzyette County Health Unit, has 
resigned to enter military service for one year. Dr. T. L. Owings, 
McComb, wili succeed Dr. Sims. 

Dr. R. N. Whitfield, Director of the Vital Statistics Division 
of the State Board of Health, Jackson. was chosen President-Elect 
of the Mississippi Public Health Association at its meeting held in 
Jackson in December. 

Dr. G. O. Garner, head of the Noxubee County Health Depart- 
ment, Macon, has resigned to accept a position with the Marine 
Division of the Standard Oil Company of New Jersey, with of- 
fices in New York. 

Dr. James M, Campbell, Morton, has been appointed Health 
Officer of Marion County. 

Dr. Arthur P. Vandergrift, Jr.. formerly of Jackson, has been 
named Director of the DeSoto County Health Unit, succeeding Dr. 
John W. Evans, Jr., Hernando. Dr. Evans is taking postgrad- 
uate work at the Washington University School of Medicine, St. 
Louis, Missouri. 

Dr. I. W. Barrett and Miss Irma Lee Barnes, both of Clarks~ 
dale, were married December 24. 


DEATHS 


Dr. W. R. Best, Greenwood, aged 80. died December 12. 

Dr. John Harbour McBee, Greenwood, aged 58, died December 
14 following a hezrt attack, 

Dr. E. L. Walker, Magee, aged 67, died December 18. 
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MISSOURI 


The eighty-fourth annual meeting of the Missouri State Medi- 
cal Association will be held in St. Louis, April 28-30, at the Jef- 
ferson Hotel. 

Dr. Neil S. Moore, St. Louis, has been appointed General Chair- 
man for the St. Louis m:éting of the Southern Medical Associa- 
tion, November 11-14, the appointment hzving been announced 
recently by Dr. Joseph C. Peden, President of the St. Louis 
Medical Society, the host Society. 

St. Louis Medical Society has elected Dr. Joseph C. Peden, 
President; Dr. William G. Becke, First Vice-President; Dr. 
Grace S. Montjoy, Second Vice-President; and Dr, Victor E. 
Scherman, Secretary, the new officers being installed at the annual 
meeting on January 7. Dr. Herbert S. Langsdorf is the retiring 
President. 

St. Louis County Medical Society has elected Dr. Eugene R. 
Brown, St. Louis, President; Dr. F. L. Finley, Overland, Vice- 
President; Dr. William Harold Bailey, St. Louis. Secretary; and 
Dr. W. F. O'Malley, Webster Groves, Treasurer. The new officers 
were installed at the annual meeting January 8. Dr. Julius 
Jensen is the retiring President. 

Boone County Medical Society has elected Dr. William B. 
Brown, President; Dr. M. E. Cooper, Vice-President; and Dr. 
O. F. Bradford, Secretary-Treasurer, all of Columbia. 

Cape Girardeau County Medical Society has el<cted Dr. C. 
A. W. Zimmermann, President; Dr. O. L. Seabaugh, Vice-Presi- 
dent; Dr. M. H. Shelby, Secretary; and Dr. C. T. Herbert, 
Treasurer, all of Cape Girardeau. 

Chariton County Medical Society has elected Dr. G. W. 
Hawkins, Salisbury, President; Dr. W. T. Hyatt, Brunswick, 
Vice-President; and Dr. F. L. Harms, Salisbury, Secretary-Treas- 
urer. 

Howard County Medical Society has elected Dr. W. B. Kitchen, 
Glasgow, President; Dr. W. M. Dickerson, Armstrong, Vice-Presi- 
dent; and Dr. Wm, J. Shaw, Fayette, Secretery-Treasurer. 

Nodaway-Atchison-Gentry-Worth Counties Medical Society has 
elected Dr. Samuel E. Simpson, Stanbury, President; Dr. Pren J. 
Ross, Grant City, Vice-President; and Dr. Charles D. Humberd, 
Barnard, Secretary-Treasurer. 

Platte County Medical Society has elected Dr. Henry M. 
Clark, Platte City, President; Dr. Silas L. Durham, Dearborn, 
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19th and Olive Streets 


for the patient and correct application of the thermal benefit., General use is found 
for the device in post-partum lacerations, after perineorrhaphy, episiotomy, etc. Weighs 
only ten pounds; has frame holding bed covers off lamp, preventing scorching. Vari- 
able heat switch operates by two pull chains. 


PRICE—JP9150—Ringo-Westrup Perineal Heater (uses 40-watt lamp)... $10.75 


A. S. ALOE COMPANY 


THE NEW 
Ringo- Westrup 
PERINEAL HEATER 


O many makeshifts have been used 
in perineal heating, without secur- 
ing proper results, that the Ringo- 
Westrup Heater has been widely wel- 
comed. Its perfect placement of vari- 
able heat to the perineum for relief of 
pain gives it a place in hospital and 
office alike. In compact, inexpensive 
form, it provides easy placement of 
heat in variable degree, with comfort 


Knee crutches adjust to 3 positions. 


St. Louis, Missouri 


a 
— 
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has 


Vol. 34 No.2 


SOUTHERN MEDICAL JOURNAL 


SCHERING INTRODUCES 


oreTon-M TABLETS 


fot male hotmone therapy by mouth 


ORETON-M is being introduced after three years of 
intensive investigation in the largest clinics in the 
country. OrETON-M Tablets, Schering's methyl testos- 
terone for oral therapy, are indicated in deficient or 
failing gonadal function in the male and for control 
therapy in the female. Orally potent male sex hor- 
mone is a landmark in medicine. Not a panacea, and 
not another “testicle-pill” illusion, ORETON-M Tablets 
are an accomplishment of profound importance - an 
outstanding achievement in endocrinology. 

For additional data address The Medical Research 
Division, Schering Corporation, Bloomfield, New Jersey. 


SCHERING 


ORETON-M*, 10 mg. to the tablet, available in 15, 30, 
and 100 tablets to the box. 


*Trade Mark Reg. U. S. Pat. Off. 
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Vice-President; and Dr. George Spence Redman, Platte City, Sec- 
retary-Treasurer. 

Lewis-Clark-Scotland County Medical Society has elected Dr. 
J. R. Bridges, Kahoka, President, znd Dr. P. W. Jennings, Canton, 
Secretary. 

Dr. Richard S. Weiss, St. Louis, was elected President of the 
American Academy of Dermatology and Syphilology at its annual 
session in Chicago in December. 

Dr. Lawrence T. Post, St. Louis, who recently retired as 
Editor of the American Journal of Ophthalmology, was guest of 
honor at a dinner given by the St. Louis Ophthalmic Society No- 
vember 27. 

Dr. Charles S. Sample, Jr., Passed Assistant Surgeon, U. S. 
Public Health Service, has been relieved at Springfield and assigned 
as Chief Medical Officer at the Federal Reformatory at El 
Reno, Oklahoma. 


DeaTHs 


Dr. Herbert S. Langsdorf, St. Louis, aged 48, died January 16 
of a heart attack. 

Dr. David B. Stutsman, St. Louis, aged 45, died January 6 of a 
heart attack. 

Dr. Frank Leonidas Hall, Hannibal, aged 79, died November 11. 

Dr. John Walter Herritage, Jr., St. Louis, aged 28, died October 
6 of pulmonary tuberculosis. 
Pg William Tecumseh Pittman, Spickard, aged 70, died Octo- 

r 31. 

Dr. John Powers, Kansas City, aged 81, died November 7 of 
arteriosclerotic nephritis with uremia. 


NORTH CAROLINA 


Forsyth County Medical Society has elected Dr. C. A. Street. 
President; Dr. Fred K. Garvey, First Vice-President; Dr. Field- 
ing Combs, Second Vice-President; Dr. P. A. Yoder, Secretary; and 
Dr. Howard M. Starling, Treasurer, all of Winston-Salem. 
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Guilford County Medical Society has elected Dr, Fred Patterson, 
President, and Dr. H. C. Warwick, Secretary, both of Greensboro. 

Halifax County Medical Society has elected Dr. M. C. Mad- 
drey, Roanoke Rapids, President; Dr. O. F. Smith, Scotland Neck, 
Vice-President; and Dr. Robert F. Young, Halifax, Secretary- 
Treasurer. 

Pinehurst has been chosen for the 1941 meeting place of the 
Southern Surgical Association. 

Duke University School of Medicine and Duke Hospital, Dur- 
ham, observed its tenth anniversary in November. An addition 
to the hospital and a new department of psychiatry were dedi- 
cated. The new psychiatric wards, providing eighteen beds, and 
named in honor of Dr. Adolph Meyer, Henry Phipps Professor 
of Psychiatry of the Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland, were opened with a clinic conducted 
by Dr. Meyer. Dr. Richard S. Lyman, formerly of Baltimore, 
was appointed Professor of Psychiatry, 

Duke University School of Medicine Alumni Association, Dur- 
ham, was organized November 29 with the following officers: Dr. 
J. M. Arena, President; Dr. R. W. Graves, Vice-President; Dr. 
J. L. Callaway, Secretary-Treasurer; and Dr. L. D. Baker, Cor- 
responding Secretary. 

Dr. Herbert Fox, Dr. I. H. Manning, Jr., and Dr. Frances 
Hill Fox have been appointed Instructors in Medicine to assist 
with the teaching in Physical Diagnosis at the Watts Hospital, 
Durham. 

North Carolina Pathological Society has elected Dr. James B. 
Bullitt. Chapel Hill, President, and Dr. Coy C. Carpenter, Wake 
Forest, Secretary, reelected. 

The completion of the new $320,000 State Laboratory of Hy- 
giene, including the downtown building and the farm near Raleigh, 
is one of the outstanding public health accomplishments during 
1940. 

Dr. Preston White, Charlotte, has been elected a member of 
the American Clinical and Climatological Association. | 

Dr. H. H. Briggs, Jr., Asheville, has been certified by the 
American Board of Ophthalmology. 
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in Blood and Urine 


the coupling reaction. 
in blood and urine. 


amount of time. 
Price $23.50, F. O. B. Towson, Baltimore, Md. 


LaMOTTE BLOOD CHEMISTRY SERVICE 


New LaMotte Outfit for the Determination of 
Sulfathiazole, Sulfanilamide and Sulfapyridine 


Latest improved prccedure employs N (1-Naphthyl) ethyl- 
enediamine dihydrochloride and Ammonium Sulfamate in 

Determines free and combined form 
This simple procedure enables one to 
determine one or all three of these drugs in a minimum 
Outfit is complete with instructions. 


LaMOTTE CHEMICAL PRODUCTS CO., Dept. S, Towson, Baltimore, Maryland 


This Service includes a series of 
similar outfits for conducting the 
following accurate tests: Blood Su- 
gar, Blood Urea, Icterus Index, 
Phenolsulphonphthalein, Urine 
pH, Blood pH, Gastric Acidity, 
Calcium-Phosphorus, Blood Bro- 
mides, Blood Proteins, Urinalysis. 


To Assure Quick Dependable Response 


Discriminating Physicians are Prescribing 
the easily soluble 


DUBIN AMINOPHYLLIN 


American Made from American Materials 


; 

ag 

tNCORPORATED 
og 250 E. 43% St. New York. N.Y. : 


Vol. 34 No.2 SOUTHERN MEDICAL JOURNAL 


Constipation, bowel sluggish- 
ness— particularly during pregnancy 
—contraindicates the use of harsh 
or violent measures of treatment. 


Therefore why not prescribe 


MUCILOSE 


(STEARNS) 


which favors normal peristalsis and 
does not exercise a purging or irri- 
tating action? 

Mucilose offers a hemicellulose 
(vegetable gum) prepared by a 
special process from the plantago 


loeflingii. It holds ingested water in 
the feces, thereby producing a nor- 
mal, plastic, easily-passed stool. 


NOTE: Mucilose — available 
either in flakes or granules—in no 
way interferes with vitamin nutrition. 


For relief of colic or spasm 


CY VERINE 
HYDROCHLORIDE 


Relaxes smooth muscle 
Inhibits peristalsis 
An effective anti-spasmodic 


FREDERICK STEARNS & COMPANY ¢ DETROIT, MICHIGAN 


New York Kansas City San Francisco 


Windsor, Ontario Sydney, Australia 


FREDERICK STEARNS & COMPANY 
Detroit, Michigan — Dept. M.-2 


Please send me a clinical supply of 


Mucilose Granules [] Cyverine [] 
XASAGRA 
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Dr. Edward Stewart Orgain and Miss Ann Lewis, both of 
Durham, were married December 28. 

Dr. J. Samuel Blair, Gastonia, and Miss Mary Gwynne Fewell 
were merried in October. 

Dr. David Brainard Gregg, Greensboro, and Miss Mary Page 
Newton, Charleston, South Carolina, were married October 17. 

Dr. Thomas Brice Mitchell and Miss Sara Elizabeth Tyson, 
both of Shelby, were married November 3. 


Dr. Charles S. Norburn, Asheville, and Miss Helen Sophia 
Johnson were married in November. 
DeatHs 

Dr. C. O. Delaney, Winston-Salem, aged 46, died Decem- 


ber 15. 

Dr. George Oates, Grover, aged 68, died November 2 of cerebral 
hemorrhage. 

Dr. Walter Wesley Sawyer, Elizabeth City, aged 60, died Octo- 
ber 20 of coronary thrombosis. 


OKLAHOMA 


Oklahoma State Hospital Association has elected Dr. L. E. 
Emanuel, Chickasha, President; Dr. E. U. Benson, Cushing, Vice- 
President; and Dr. J. O. Bush, Jr., Secretary-Treasurer. 


DeEaTHS 


Dr. Walter L. Rose, Woodward, aged 64, died November 13. 
ere Zachary Joseph Clark, Cherokee, aged 73, died Novem- 
r 14, 


SOUTH CAROLINA 


At a meeting of the Council of the South Carolina Medical As- 
sociation held early in December Dr. Julian P. Price, Florence, 
was elected Secretary and Treasurer to succeed Dr. Edgar A. 
Hines, deceased. Dr. Joseph I. Waring, Charleston, was elected 
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Editor of the Journal; Dr. William L. Pressly, Due West, State 
Chairmen ‘for Medical Preparedness; and Dr. Thomas A. Pitts, 
Columbia, member of the House of Delegates of the American 
Medical Association. 

Anderson County Medical Society has elected Dr. Ned Camp, 
Anderson, President; Dr. C. C. Horton, Pendleton, Vice-Presi- 
dent; and Dr. S. H, Haddock, Anderson, Secretary-Treasurer. 

Dr. K. L. Able has been elected Mayor of Leesville. 

Construction of a new 1,000-bed Army general hospital, to be 
located in the vicinity of Charleston, is planned at a cost of 
the buildings and grounds of $3,000,000. 


TENNESSEE 


Anderson County Medical Society has elected Dr. A. W. Bishop, 
Morris, President; Dr. George D. Schuessler, Oliver Springs, Vice- 
President; and Dr. J. S. Hall, Clinton, Secretary-Treasurer. 

Dyer-Lake-Crockett Counties Medical Society has elected Dr. 
E. B. Smythe, Tiptonville, President; Dyer, Dr. J. W. Wynne, 
Newbern, Vice-President; Lake, Dr. W. S. Alexander, Ridgely, 
Vice-President; Crockett, Dr. W. H. Stallings, Friendship, Vice- 
President; and Dr. C. L. Denton, Dyersburg, Secretary-Treasurer. 

Hardin-Lawrence-Lewis-Perry-Wayne Counties Medical Society 
has elected Dr. C. C. Stockard, Lawrenceburg, President; Hardin, 
Dr. O. C. Doty, Savannah, Vice-President; Lawrence, Dr. Leo 
Harris, Lawrenceburg, Vice-President; Lewis, Dr. W. E. Boyce, 
Flatwoods, Vice-President; Perry, Dr. O. A. Kirk, Linden, Vice- 
President; Wayne, Dr. Frank Norman, Waynesboro, Vice-Presi- 
dent; and Dr. O. H. Williams, Savannah, Secretary-Treasurer. 

Greene County Medical Society has elected Dr. John Kite, Bulls 
Gap, President; Dr. M. A. Blanton, Mosheim, Vice-President; 
end Dr. Rae B. Gibson, Greenville, Secretary. 

Polk County Medical Society has elected Dr. W. Y. Gilliam, 
Copperhill, President; Dr. H. P. Hyde, Copperhill, Vice-Presi- 
dent; and Dr. F. O. Geisler, Isabella, Secretary-Treasurer. 

Sullivan-Johnson Counties Medical Society has elected Dr. Wil- 
liam Gammon Bristol, President; Sullivan, Dr. W. A. Wiley, 
Kingsport, Vice-President; Johnson, Dr, Robert O. Glenn, Moun- 
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No Compromise with 


Twenty-five years of experience catering to the various requirements of 
the profession in making bloodpressure apparatus exclusively, are behind 
the Baumanometer . . . From the very first Baumanometer to the present 
Master Instrument—its principle—and the claims made for it have re- 


The mained one and inseparable. All are true Mercury-Gravity Instruments— 
KOMPAK All are scientifically accurate . . . and will remain so. Each model has 
Model been designed and built to meet a specific need. 

e No bloodpressure instrument could possibly have achieved and main- 
Smallest tained the world-wide acceptance of the Baumanometer unless its worth 
Lightest was easily recognizable. 

Handiest We'd like you to have a true conception of its accuracy, simplicity, con- 


venience, and the complete economical bloodpressure service it can 
render. Therefore, we have authorized your surgical supply dealer to 
send you on request, a B ® for inspection and trial—at no 
expense to you. We urge you to take advantage of this offer! 


STANDARD FOR BLOODPRESSURE 


W. A. BAUM CO. Inc. NEW YORK 


ORIGINATORS AND MAKERS OF BLOODPRESSURE APPARATUS EXCLUSIVELY 
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THE VALUE TO YOU OF 


PATTERSON 
X-RAY SCREEN 
RESEARCH 


THE FOUNDING of 
The Patterson Screen 
Company 28 years 
ago was due to the 
successful culmina- 
tion of a research 
project. The long 
quest for a satisfactory 
fluoroscopic screen chemical resulted in the 
Standard Fluoroscopic Screen, and the incep- 
tion of a business. 


It is quite logical, then, that because research 
is the very corner stone, it should continue to 
be a most significant part of all Patterson 
activities. With the growth of the science of 
radiography, Patterson has carried on a con- 
stantly broadening program of research and 
development, in the world’s largest laboratory 
entirely devoted to this field. 


As a result of this research effort Patterson has 
made available to the profession many notable 


achievements, including : —the first stable fluor- 
oscopic screen without lag, the first grainless 
intensifying screen, the first cleanable intensi- 
fying screen, and others. 


Equally important to the X-ray field has been 
the dependable uniformity of Patterson screens 
and their conformity to those self imposed 
high standards which have made them 
outstanding the world over. The company’s 
extensive laboratory facilities and highly trained 
pexsonnel make possible the detailed analysis of 
every chemical ingredient before it is accepted 
for production. During manufacture, too, lab- 
oratory control is never relaxed, so that the 
finished screen is as nearly perfect as modern 
scientific methods permit. 


The great significance attributed to research in 
the production of fine screens will be indicated 
in succeeding Patterson advertisements. 


THE PATTERSON SCREEN COMPANY 
TOWANDA, PA., U. S. Ae 


PATTERSON-—THE WORLD'S STANDARD FOR HIGHEST SCREEN QUALITY 
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Before solutions are 
shipped, their sterility and 
non-pyrogenic qualities must 
be proved by 21 rigid inspections 
and tests—chemical, bacteri- 
ological, and biological (with 
laboratory animals) requir- 
ing 7 days to complete. 


BLOOD TRANSFUSIONS 


Products of BAXTER LABORATORIES 
Glenview, Ill.; College Point, N. Y.; Glendale, Cal.; 
Toronto, Canada; London, England 


Produced and distributed in the 
Eleven Western States by 
DON BAXTER, INC., Glendale, Cal. 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY 
CHICAGO CORPORATION NEW YORK 
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tain City, Vice-President; and Dr. D. D. Vance, Bristol, Secre- 
tary-Treasurer. 

Robertson County Medical Society has elected Dr. C. M. 
Banks, Springfield, President; Dr. Robert H. Elder, Cedar Hill, 
Vice-President; and Dr. John S. Freeman, Springfield, Secretary- 
Treasurer. 

Washington County Medical Society has elected Dr. W. D. 
Hankins, Johnson City, President: Dr. J. R. Bowman, Johnson 
City, Vice-President; and Dr. H. B. Cupp, Mountain Home, 
Secretary-Treasurer, 

Tennessee Public Health Association, at its annual conference in 
Nashville in October, installed Dr. John J. Lentz, Nashville, Presi- 
dent, elected Dr. Lloyd M. Graves, Memphis, President-Elect, 
and reelected Dr. Robert H. Hutcheson, Nashville, Secretary. 

Tennessee Tuberculosis Association, at its annual meeting, re- 
elected Dr. Horton R. Casparis, Nashville, President, and Dr. 
Stanford M. Herron, Jackson, Secretary. 

Dr. Edward Clay Mitchell, Memphis, was elected President-Elect 
of the American Academy of Pediatrics at its meeting held in 
Memphis in November. 

Dr. Alfred Blalock, Professor of Surgery, Vanderbilt University 
School of Medicine and Visiting Surgeon at Vanderbilt Hospital, 
Nashville, has been appointed Professor of Surgery at Johns Hop- 
kins University School of Medicine and Surgeon-in-Chief to the 
Johns Hopkins Hospital, Baltimore, Maryland, succeeding Dr. Dean 
Lewis, who resigned in the spring of 1939. 

Dr. Ralph O. Rychener, Memphis, was elected Vice-President 
of the American Academy of Ophthalmology and Otolaryngology 
at its recent meeting. 

Dr. Henry E. Meleney, Associate Professor of Preventive 
Medicine and Public Health at Vanderbilt University School of 
Medicine, Nashville, has been appointed Hermznn M. Briggs 
Professor of Preventive Medicine at New York University College 
of Medicine, effective April 1. 

Dr. Henry E. Meleney, Nashville, was recently made a member of 
the Subcommittee on Tropical Diseases of the National Research 
Council cooperating with the Medical Departments of the Army 
and Navy in the National Defense Program. 

Dr. Wilson T. Sowder, Passed Assistant Surgeon, U. S. Public 
Health Service, has been relieved at Morristown and ordered to 
Pensacola, Florida, to establish headquarters. 

Dr. Sanford E. Gaines, Sparta, who has completed fifty years 
in the practice of medicine, was honored recently when Dr. Charles 
B. Roberts, Sparta, entertained the White County Medical Society 
at a dinner. Dr. Charles E. Reeves, Gainesboro, the guest speaker, 
paid tribute to Dr. Gaines. 

Dr. William B. Faris, Tazewell, has been appointed Health 
Officer of Williamson County to succeed Dr. Roscoe Faulkner, 
who is now located at Batesville, Mississippi. 

Dr. Warren C. Ramer, Trenton, has been appointed head of 
the Henderson-Decatur County Health Unit to succeed Dr. 
James C. Armstrong, now of Jefferson City, resigned. 

Dr. Tinsley R. Harrison. Nashville, recently received the hon- 
orary degree of master of science from the University of Michigan 
Medical School, Ann Arbor. 

Dr. John B. Youmans, Associate Professor of Medicine, Vander- 
bilt University School of Medicine, Nashville, has been granted a 
leave of absence to serve as a member of the Health Commission 
of the Rockefeller Foundation in Europe during the coming 
year. 

Dr. Nat Taylor Dulaney, Jr., Bristol, aged 70, died Novem- 
ber 15, 

Dr. James P. Womack, Nashville, aged 79, died October 28 of 
cerebral hemorrhage. 
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Classified ‘Advertisements 


RATES for insertion in the Classified Column are as follows: $2.00 
minimum, which includes the first 50 words; for each word in 
addition to the original 50 words, the charge is 3c. 


WANTED—Experienced man as assistant resident; large traumatic 
and fracture service; American, Class A school; personal interview; 
salary commensurate with position; state race, religion and na- 
tionality. Address inquiries to Dept. D-12, care SourHERN MED- 
ICAL JourNAL, Birmingham, Alabama. 
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-Restrains the growth of 


Res. 


Pap ott 


ER: SQUIBB & SONS 
MANUFACTURING CHEMISTS TO THE 
MEDICAL PROFESSION SINCE 1858 


ONCE within the genito-urinary 
tract, the causative organisms of pyelitis 
(pyelonephritis), cystitis and gonorrhea 
thrive and multiply as long as the environ- 
ment remains favorable. In addition to 
suitable local treatment, the use of a highly 
bacteriostatic agent, such as Serenium, re- 
strains the growth of bacteria and frequent- 
ly produces clinical improvement. 

Serenium* is an orally administered azo 
dye of high purity and uniformity. It has a 
low toxicity index and a wide margin of 
safety and may be used over a considerable 
period of time without producing undesir- 
able systemic by-effects. It may therefore be 
employed advantageously between courses 
of mandelic acid or sulfathiazole. 


Useful in a Wide pH Range 


Serenium is effective in acid or in alka- 
line urine from pH 4.6 to 5.6 on the acid 
side and from pH 7.0 to 7.6 on the alkaline 
side. Mandelic acid is effective only in acid 
urine while sulfonamide preparations re- 
quire an alkaline urine. Serenium can be 
used in either acid or alkaline urine as an 
alternate form of therapy. The usual dose 
is one 0.1-gram tablet t.i.d. before meals. 


Free Sample on Request 


Many physicians have tried Serenium and found 
it effective. We believe that a trial will convince 
you of its merits and you will prescribe it often. 
To get a generous sample simply send us the 
coupon below with your professional card or 
letterhead. Mail the coupon—NOW! 


*Serenium is a trade-mark of E. R. Squibb & Sons. 


E. R. Souriss & Sons, SMJ 2-41 

Professional Service Department, 

745 Fifth Avenue, New York, N. Y. 
Gentlemen: Attached hereto is my profes- 

sional card or letterhead. Please send me, with- 

out obligation, literature and sample of Serenium. 
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Continued from page 56 
TEXAS 


Dr. Samuel M. Hill, Dallas, has donated a library wing to St. 
Paul’s Hospital, Dallas. It has a capacity of about 3,000 books. 

Dr. Lucius R. Wilson, Superintendent of the John Sealy Hos- 
pital, Galveston, since 1928, resigned to become Superintendent 
of the Hospital of the Protestant Episcopal Church of Philadel- 
phia, Pennsylvania, effective January 1. 

Dr. Grace Humphreys Hood, Fort Worth, and Mr. Derwood 
Morton, Dallas, were married September 12. 


DeaTHS 


Dr. Timothy Deason, Brachfield, aged 84, died November 5 of 
heart disease and hypertrophic arthritis. 

Dr. Walter A. Gatlin, Paris, aged 67, died October 25 of coro- 
nary occlusion, 

Dr. Thomas Wayne Hancock, Lufkin, aged 59, was killed No- 
vember 4 in an automobile accident. 

Dr. Andrew J. Hays, Weslaco, aged 79, died October 15 of myo- 
carditis. 

Dr. John T. Iles, Ewing, aged 63, died October 16 of cardio- 
vascular renal disease. 

Dr. Henry Andrew Lile, Harlingen, aged 66, died October 21. 

Dr. Samuel Jackson Pate, Woodville, aged 62, died October 17 
of chronic nephritis, myocarditis and hypertension. 

Dr. William Leonard Simmons, Eastland, aged 70, died November 
2 of cerebral hemorrhage. 

Dr. Joe Newton Whittle, Gladewater, aged 75, died October 25 
of diabetes and cerebral hemorrhage. 


VIRGINIA 


At the forty-fifth annual meeting of the Seaboard Medical As- 
sociation of Virginia and North Carolina, held recently, Dr. 
Waverly R. Payne, Newport News, was elected President; Dr. 
G. Erik Bell, Wilson, North Carolina; Dr. Wilbert E, Butler, 
Norfolk; Dr. W. A. Nicholson, Washington, North Carolina; and 
Dr. L. L. Sawyer, Great Bridge, Vice-Presidents; and Dr. Clar- 
ence Porter Jones, Newport News, Secretary, reelected. 


February 1941 


Fredericksburg County a Society has elected Dr. L. F. 
Lee, Passapatanzy, President; T. B. Payne, Fredericksburg, 
Vice-President; and Dr. L. A. "hadi, Fredericksburg, Secretary- 
Treasurer. 

Hanover County Medical Society has elected Dr. A, C. Ray, Jr., 
Ashland, President; Dr..J. A. Wright, Jr., Doswell, Vice-President; 
and Dr. Chas. L. Savage, Ashland, Secretary-Treasurer. 

Lynchburg Academy of Medicine installed Dr. Powell G. 
Dillard, Lynchburg, President, and elected Dr. John Hundley, 
Lynchburg, President-Elect, and Dr. Carleton Moorman, Altavista, 
Vice-President. 

Medical Society of Northern Virginia has elected Dr. John 
B. McKee, Winchester, President; Dr. D. M. Kipps, Front Royal, 
Vice-President; and Dr. J. E, Harris, Winchester, Secretary-Treas- 
urer, reelected. 

Petersburg Medical Society has elected Dr. L. S. Early, Presi- 
dent; Dr. J. Bolling Jones and Dr. Philip Jacobson, Vice-Presi- 
dents; and Dr. Wilbur Bowman, Secretary-Treasurer. 

Richmond Academy of Medicine has installed Dr. William 
Branch Porter. President, and elected Dr. Beverley R. Tucker, 
President-Elect; Dr. T. Dewey Davis and Dr. O. B. Darden, Vice- 
Presidents. 

Dr. Porter P, Vinson, Richmond, has been elected President of 
the Alumni Association of the Mayo Foundation. 

Dr. Milton Salasky, formerly a resident at the Brooklyn Eye 
and Ear Hospital, has opened offices in the Wainwright Building, 
Norfolk, practice limited to ophthalmology and _ otorhinolaryn- 
gology. 

Dr. Lee Scott Barksdale resigned his position as Director of the 
Hopewell Health Department and has opened offices in the State 
Plenters Bank Building at Hopewell, doing private practice. 

Dr. W. A. Browne has resigned his position as City Epidemi- 
ologist at Richmond and is now located in Alexandria as City 
Health Officer. 

At the recent meeting of the Southern Surgical Association, held 
at Hot Springs, Dr. A. P. Jones, Roanoke, was named a Vice- 
President, and Dr. Guy Horsley, Richmond, was admitted to 
membership. 

Dr. Walter Bronley Foster, who has been head of the Richmond 
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VEGEX AND VEGEX-VITAFOOD DRIED BREWERS 
YEAST FOR THE COMPLETE VITAMIN B COMPLEX 


“The simplest definition of the vitamin B com- 
plex is that it is an assemblage of the water- 
soluble vitamin factors present in yeast.” (The 
Lancet, November 2, 1940, page 558.) 


Vegex, the autolyzed extract of grain grown brewers’ yeast, has long been the 
standard for the complete vitamin B complex in important medical centers 
throughout the world as well as in private practice. 

Thiamin, riboflavin, B,, nicotinic acid and the components of the “filtrate 
factor” are all contained naturally within the yeast cell. The autolyzing or self- 
digestion process breaks open the yeast cell, thereby making the contents of the 
cell more readily available. 

Autolyzing the yeast frees or develops a potent anti-anemic principle which 
has been identified as the extrinsic factor. There have been over sixty pub- 
lished reports in medical literature on the successful use of Vegex in the anemias. 

When the vitamin B complex is required it should be remembered that there 
is nO more potent or complete source than brewers’ yeast or its extracts like Vegex. 

In their article on “Riboflavin Deficiency in Man” (New England Journal 
of Medicine, 221:921-926, 1939), Jolliffe, Fein’ and Rosenblum state that they 
found Vegex relieves both riboflavin deficiency and pellagra. 


Easily Administered 


Vegex is in paste form. The meat-like flavor is characteristic of autolyzed 
yeast proteins but Vegex is meat-free. A scant teaspoonful dissolved in a cup of 
hot water makes an instant bouillon. Or Vegex may be added to other soups, veg- 
etables, milk, etc. 


Vegex-Vitafood Dried Brewers Yeast 


Over five million pounds of Vegex-Vitafood Dried Brewers’ Yeast have gone 
into the South for the successful treatment of pellagra. Few, if any, products 
have been kept so closely under the direction of physicians and health officers. 


Samples for clinical or professional use will be sent on request. 


VITAMIN FOOD CO., INC. .crycicxy. VEGEX, INCORPORATED 
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Laboratory and X-Ray 


Course 


IS NOW TEN MONTHS IN DURATION 


Supplemented by Six Months’ Practical 
Work in a Hospital Laboratory, compris- 
ing 16 months in 


COURSE INCLUDES: 


Clinical Pathology 

Bacteriology 

Blood and Urine Chemistry 
Hematology 

Tissue Sections, Frozen and Paraffin 
Serology 

Parasitology 

Basal Metabolism 
Electrocardiography 

Roentgenology 


A corps of experienced teachers plus completely 
equipped teaching laboratories covering 3100 
square feet. 


Write for new catalogue (1940) 


Gradwohl School of Laboratory 


and X-Ray Technique 
3514 Lucas Avenue, St. Louis, Missouri 
R. B. H. Gradwohl, M.D., Director 


February 1941 
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Department of Public Welfare for sixteen years, has been ap- 
pointed to the staff of the State Department of Health. 

A new health district consisting of Isle of Wight, Nansemond, 
Norfolk and Princess Anne Counties, has been formed, Dr. John 
C. Neale, Jr., Abingdon, being in charge with headquarters at 
Norfolk. 

Dr, Harold M. Kelso succeeds Dr. John C. Neale, Jr., as Di- 
rector of the Southwest District with headquarters at Abingdon. 
Dr. Allen W. Lane, Lawrenceville, succeeds Dr. Kelso as Health 
Officer of Pulaski County. 

Dr. Thomas F. McGough, Jr., formerly Assistant Health Officer 
of Pulaski County, Pulaski, has been transferred to Northampton 
County with headquarters in Eastville, replacing Dr. William Y. 
Garrett. Dr. Garrett is taking a course at the Johns Hopkins 
School of Hygiene and Public Health, Baltimore, Maryland. 

Dr. William Province McGuire, Winchester, and Miss Dorothy 
— Robinson, of Paterson, New Jersey, were married in Oc- 
tober. 

Dr. James Benjamin Shuler, Shenandoah, and Miss Mary Cath- 
erine McCarthy, Butte, Montana, were married in Waikiki, Hawaii, 
August 31. 

Dr. John Edward Hamner, Petersburg, and Miss Augusta Louise 
Johnson, Richmond, were married December 14 

Dr. Joseph Ney, Harrisonburg, and Miss Carol Smith Straus, 
Richmond, were married December 5. 

Dr, Thomas Duval Watts, Richmond, and Miss Ruby Alice 
Lake, Jackson, Tennessee, were married November 30. 

Dr. Samuel Milchin, Bishop, and Miss Virginia Macon, Poca- 
hontas, were married November 22. 

Dr. Robert Richardson Eason, Buena Vista, and Miss Mabel 
Nash, Blackstone, were married December 21. 


DeaTHs 


Dr. Karl S. Blackwell, Richmond, aged 62, died December 26. 

Dr. Emory Hill, Richmond, aged 58, died December 4. 
‘ is Samuel Hutchings Price, Montvale, aged 88, died Decem- 
er 13. 

Dr. William Oliver Smith, Altavista, aged 71, died December 17. 

Dr. Robert Baylor Shackelford, Cismont, aged 59, died in No- 
vember. 

Dr. Marmaduke Atkinson, Amelia Court House, aged 61, died 
December 2. 


WEST VIRGINIA 


Eastern Panhandle Medical Society has elected Dr. G. O. Mar- 
tin, President; Dr, W. L. Haltom and Dr. A. B. Eagle, Vice- 
Presidents; and Dr. Max Oates, Secretary-Treasurer, all of Mar- 
tinsburg. 

Fayette County Medical Society has elected Dr. M. A. Moore, 
Longacre, President; Dr. C. H. Engelfried, Montgomery, Vice- 
President; Dr. W. B. Davis, Elkridge, Vice-President; and Dr. 
Gilbert A. Daniel, Alloy, Secretary-Treasurer. 

Kanawha County Medical Society has elected Dr. P. A. Tuck- 
willer, President; Dr. Owen McMillan, Vice-President; and Dr. 
W. A. Thornhill, Jr., Secretary-Treasurer, reelected, all of Charles- 
ton. 

Logan County Medical Society has elected Dr. C. A. Davis 
President; Dr. J. W. Carney, Vice-President; and Dr. W. P 
Hamilton, Secretary-Treasurer, all of Logan. 

Monongalia County Medical Society has elected Dr. William 
B. Scherr, President; Dr. Carl E. Johnson, Vice-President; Dr. 
C, T. Thompson, Secretary; and Dr. Thos. Judson McBee, Treas- 
urer, all of Morgantown. 

Potomac Valley Medical Society has elected Dr. J. A. New- 
come, Keyser, President; Dr. J. B. Groves, Petersburg, Dr. R. W. 
Dailey, Romey, Dr. O. V. Brooks, Moorefield, Dr. O. F. Mitchell, 
Franklin, and Dr. J. H, Wolverton, Jr., Piedmont, Vice-Presi- 
dents; and Dr. E. A. Courrier, Keyser, Secretary. 

Eastern Panhandle Medical Association has elected Dr. J. M. 
Miller, Charles Town, President, and Dr. A. B. Eagle, Martinsburg, 
Secretary-Treasurer. 

Dr. Ray M. Bobbitt, Assistant to Dr. L. V. Guthrie, Superin- 
tendent at the Huntington State Hospital, has resigned in order to 
take a special course in genito-urinary diseases and diseases of the 
skin in Baltimore, Maryland. 

Dr. Roy B. Miller, formerly of Hinton, has located in Parkers- 
burg, with practice limited to surgery, 

The following physicians have been called to active military duty 
at Fort Benning, Georgia: Capt. J. L. Wa!dock. Nellis; Lt. G. L. 
Armbrecht, Wheeling; Lt. D. L. Butterfield, Milburn; Lt. A. B. 
Kizinski, Logan; Lt. L. H. Layman, Holden; Lt. E, R. Me- 
Ninch, Weirton; Lt. K. M. McPherson, Beckley; Lt. B. J. Moore, 
woe Lt. J. H. Thornbury, Logan; and Lt, James O. Warren, 
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The Merck Manual is intended 
only for physicians, dentists, 
pharmacists, chemists, nurses, 
and those in allied professions. 


1462 pages clearly printed on fine 
paper, bound in blue Fabrikoid 
covers with gold stamping. 


price *2.00 


OUTSIDE U.s. A. $2.50 


The seventh edition of THE MERCK MANUAL OF THERA- 
PEUTICS AND MATERIA MEDICA, completely revised, is 
now available. The progressive period which has elapsed 
since the publication of the sixth edition of this widely- 
acclaimed book necessitated revolutionary changes and 
additions of text. 


@ FROM AUTHORITATIVE SOURCES —The section 
on Therapeutic Indications, 256 chapters of useful and au- 
thoritative information, includes in the prescriptions, the 
nomenclature of the eleventh edition of The United States 
Pharmacopoeia and the sixth edition of The National Formu- 
lary. The discussion in each chapter has had the benefit of 
expert scrutiny of outstanding specialists with hospital and 
teaching affiliations in their respective fields. As in the case 
of the preceding edition, the therapy was outlined by the 
late Dr. Bernard Fantus, Professor of Therapeutics, College 
of Medicine, University of Illinois. 


@ NEW FEATURES— Of the same convenient pocket- 
size as the sixth edition, there is included a comprehensive 
index for quick reference to the chapters on etiology, 
diagnosis, therapy, prophylaxis, and general regimen. 
Among the new chapters are those on Bile Tract Disease, 
Circulatory Failure, Granuloma Inguinale, Granulocyto- 
penia, Impotence, Hypoglycemia, Hypo-ovarianism, Obes- 
ity, Roentgen-Ray Sickness, Lymphadenopathies, Jaun- 
dice, Spirochetal Jaundice, Psychoneuroses, and Psychoses. 


MERCK & CO. Inc. 
turing Chemists 
RAHWAY, N. 


@ PUBLIC HEALTH—The chapters on subjects of special 
interest to public health, such as Syphilis, Malaria, Ame- 
biasis, Typhus Fever, Yellow Fever, Dengue, Pellagra, 
Tularemia, Brucellosis and others, have had the special 
benefit of outstanding cooperation from experts whose 
duties pertain to those diseases. 


@ A TRADITIONAL SERVICE — Again presenting its 
traditionally recognized service, the seventh edition of 
THE MERCK MANUAL eclipses its predecessor in every 
respect. Orders, at a nonprofit price of $2.00 per copy, will 
be filled in the order of their receipt. 


This coupon will bring The Merck Manual promptly. Mail it today. 


© Professional Order Form « K-2 
MERCK & CO. Inc., Rahway, N. J. 
Please send me THE MERCK MANUAL (Seventh Edition) at 
the special price of $2.00. ($2.50 in Canada). 
CD Check, or money order, is enclosed.* (0 Send book C. O. D. 
is coupon your check or money a 
sealed envelope and the book will be mailed prepaid. 
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“A pair of substantial mammary 

glands have the advantage over 

the two hemispheres of the most 

learned professor’s brain, in the 

art of compounding a nutritive 
fluid for infants.” 


WeNbELL Houmes, M.D. 


FIRST 


SECOND THOUGHT— 
Cows Milk + Water + Dextri-Maltose 


HE use of cow’s milk, water and carbohydrate mixtures represents the 

one system of infant feeding that consistently, for three decades, has re- 
ceived universal pediatric recognition. No carbohydrate employed in this 
system of infant feeding enjoys so rich and enduring a background of au- 
thoritative clinical experience as Dextri-Maltose. 

DEXTRI - MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 


DEXTRI - MALTOSE No. 2 (plain, salt free), permits salt modifications by the physician. 
DEXTRI - MALTOSE No. 3 (with 3% potassium bicarbonate), for constipated babies. 


These products are hypo-allergenic 


MEAD JOHNSON & CO., Evansville, Indiana, U.S.A. 


Please enclose professional card when requesting samples of Mead Johnson products to cooperatein preventing their reaching unauthorized persons 
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VITAMIN Bi 
VITAMIN G 


and other known factors of the 


VITAMIN B COMPLEX 


including nicotinic acid 


MEAD’S BREWERS YEAST TABLETS ¢ Each Mead’s Brewers Yeast Tablet 
contains 20 International units of vitamin B, (thiamin—the antineuritic 
factor) and 20 Sherman units of vitamin G (riboflavin). Clinical tests have 
shown the product to be rich also in nicotinic acid, for the prevention and 
treatment of pellagra. Supplied in 6-grain tablets in bottles of 250 and 1,000. 


MEAD’S BREWERS YEAST POWDER © Each gram (14 teaspoon) supplies 50 
International units of vitamin B, and 50 Sherman units of vitamin G (the 
same potericy as Mead’s Brewers Yeast Tablets), as well as nicotinic acid. 
Mixes readily with various vehicles the physician may specify in infant 
feeding. Supplied in 6-oz. bottles. 


Mead’s Brewers Yeast is nonviable and is vacuum-packed to prevent oxidation. 
Packed in brown bottles and sealed cartons for greater protection. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
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THESE NAMES, THESE YEARS 
HAVE HELPED MAKE 
MODERN MEDICAL HISTORY 


One of a series of advertisements 
commemorating three-quarters of a 
century of progress and achievement 
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